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ACUTE INTESTINAL OBSTRUCTION IN 
INFANCY AND CHILDHOOD* 


E. E. RICE, M.D. 
Shawnee, Oklahoma 


During the last fifteen years I have had 
an average of four cases of intestinal ob- 
struction per year, those in infancy and 
childhood giving a mortality of 80 per cent 
and in adults the results were reversed— 
20 per cent mortality. I feel like running 
away whenever these cases in infants come 
to me, as they are fraught with such real 
danger to the patient and attended with 
such grave responsibility to the physician 
as to make it the most serious surgical af- 
fection of the abdomen in early life. 

My experience being comparatively lim- 
ited, I shall quote freely from Stone, Peter- 
son and Silleck, and to them must be given 
the credit for this paper but you want the 
most modern ideas on this subject and this 
is my way of reviewing it with you. 

During the last decade, experimental re- 
search has thrown much light on the physio- 
logical, chemical and pathological problems 
of acute intestinal obstruction. Leaving out 
of consideration any purely theoretical or 
conflicting views, Stone sets forth the fol- 
lowing points as being generally accepted: 

1. There is found in the lumen of ob- 
structed bowels a toxin which, when inject- 
ed intravenously into normal animals, causes 
the symptoms of intestinal obstruction. 

2. Certain chemicals are developed, as the 
result of protein disintegration, and cause 
the symptoms present in acute intestinal 
obstruction, viz., fall in blood pressure, tem- 
perature disturbances, vomiting, diarrhoea, 
derangement of kidney function, high non- 
protein blood nitrogen, delay in coagulation 
time of blood, profound congestion of duo- 
denal and jejunal mucosa, collapse and 
death. Death is due to a form of chemical 
intoxication. 

This paper is based on a study of 55 cases 
of intestinal obstruction occurring in 53 
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young subjects, from the surgical service 
of the New York Post Graduate Hospital. 
One infant, in a period of four months, was 
operated upon twice for acute intussuscep- 
tion and once for postoperative adhesion 
obstruction. Cases of imperforate annus, 
congenital intestinal atresia or stenosis, and 
strangulated external hernia have not been 
included in this series. A few general facts 
will be noted: The obstruction developed in 
infants in forty-three instances (78 per cent) 
and in children (ranging from twenty 
months to eleven years) twelve times. 
Males were affected twice as often as fe- 
males, There being thirty-six of the former 
and nineteen of the latter. With regard to 
the cause of the obstruction, the cases may 
be divided into the following groups: 

1. Early postoperative band or adhesion 
obstruction (within three weeks of opera- 
tion), two cases. Both cases developed in 
children shortly after operations for appen- 
dicitis. 

2. Late postoperative band or adhesion 
obstruction (developing after four weeks), 
one case occurring in an infant, who had 
recovered from an operation for double 
intussusception five weeks before. 

3. Band or adhesion obstruction (without 
previous operation), two cases. The first 
case was in an infant and the obstruction 
was caused by a congenital band, from the 
caecum to the jejunum, producing angula- 
tion and acute obstruction. The second 
case was in a girl, eight years old, with ap- 
pendicitis as the cause of the obstruction. 

4. Tumor obstruction, one case, in a five 
weeks old female infant, with a benign tu- 
mor (probably an adenocystoma) at the 
ileocaecal valve. 

5. Mesenteric thrombosis, one case, in an 
infant, with eighteen inches of gangrenous 
obstructed jejunum. 


6. Pressure obstruction, one case, in a 
child with an intra-abdominal abscess, left 
side. 


7. Foreign body obturation obstruction, 
one case in a girl of eleven years who had 
eaten heartily of plums and had swallowed 
the stones. 
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8. Intussusception, forty-six cases. 
It will be seen that aside from intussus- 


ception, acquired types of intestinal obstruc- 
tion are relatively rare. In this series in- 
tussusception was the variety of obstruc- 
tion encountered in 83, 63 plus per cent of 
these cases. While it may occur at any 
age, it is essentially and pre-eminently an 
affection of infancy and early life. (A de- 
tailed description of the disease will not be 
given as this has been done in previous 
papers on the subject.) Certain previously 
uttered statements will be repeated here, 
in order to emphasize the following points: 


1. The cardinal symptoms—pain, shock, 
vomiting, mucohaemorrhagic stools and the 
presence of an abdominal tumor—occur so 
regularly and in such a clear cut and charac- 
teristic way as to make intussusception the 
easiest of abdominal diseases to diagnosti- 
cate. It is evident that the rapidity and 
severity of these symptoms and the course 
of the disease are in definite relationship 
to the degree of circulatory obstruction and 
to the poisoning which results therefrom. 
The morbid anatomical sequence in the 
acute variety is as follows: Invagination, 
circulatory stases with exudation and 
oedema, infection, inflammation and gan- 
grené of the intussusception. 


2. Differential diagnosis seldom presents 
any difficulties. Lleocolitis (acute dysen- 
tery), uncomplicated abdominal purpura, 
and spastic colitis are diseases which must 
be borne in mind and ruled out. If there 
is any doubt in a given case it can, as a 
rule, be settled by a fluroscopic or X-ray 
examination. 


3. Experience has shown that ten per 
cent is a liberal estimate to be placed on the 
cases that can be invaginated by gas insuf- 
flation or hydrostatic pressure. The uncer- 
tainty, the danger, and the relative futility 
of aero-hydrostatic measures are not suffi- 
ciently understood or appreciated. Early 
operation is the safest, the simplest, and the 
only certain plan of treatment, and gives 
almost uniformly good results in all types 
of cases, regardless of the age of the patient. 


Of the forty-six cases of intussusception 
here considered, thirty-nine were under the 
care of Dr. Peterson and seven were under 
the care of Dr. W. M. Silleck. 


Age. Thirty-nine cases were in infants 
ranging in age from six days to thirteen 
months, and the seven older patients were 
from twenty months to eight years of age. 


Sex. There were thirty-one males and 
fourteen females. 


Clinical picture. The physical condition 
of twenty-six of the infants was excep- 
tionally good; two were in but fair shape; 
and only one of the series was decidedly 
subnormal. The majority were breast-fed, 
well nourished, and previously healthy 
babies. Only two of the infants were on 
artificial feeding exclusively. The condition 
of the seven older patients was fully up to 
the average. 


The onset of the attack was more or less 
typical in all of the cases. Pain was uni- 
formly present. Some degree of shock was 
noted in most instances. A few cases 
showed actual collapse during the initial 
seizure of pain, but there was always more 
or less reaction later. Vomiting or regur- 
gitation of stomach contents occurred in 
every case. Vomiting is rarely a promin- 
ent symptom until late in the disease. When 
it appears early and is persistent, we have 
come to look upon it as highly significant 
of circulatory strangulation, with the pros- 
pect of a rapidly developing gangrene of the 
intussusceptum. Mucohaemorrhagic stools 
were present in forty-four cases (about 95 
per cent), absent in but two. A distinct 
tumor or tumefaction was felt in every case, 
with but two exceptions. 

Varieties. Following the simple classifi- 
cation suggested by Clubbe, these cases can 
be divided into the following groups: Enter- 
ic, three cases; ileocaecal, thirty-one cases; 
enterocolic or double intussusception (en- 
tero-ileocaecal and _ ileocolic-colic), eight 
cases; colic, two cases. In two instances 
where no operation was performed, the type 
of invagination was not determined. 


Etiology. In two cases, in boys aged 
four and one-half and seven years, respec- 
tively, a Meckel’s diverticulum was the 
causative factor in the production of the 
intussusception. In another case, in a six 
and one-half months old male infant, a con- 
genital tumor of the caecum (cystadenoma) 
was the cause. In another infant, the last 
two inches of ileum, not involved in an ileo- 
caecal intussusception, appeared macro- 
scopically to be the seat of a papillary 
angiomatous growth. The pathologist, 
however, pronounced the growth to be 
merely inflammatory. Appendicitis is be- 
lieved to have been the causative factor in 
several instances. It has always been our 
rule to make the removal of the appendix 
a step of the operation, believing that occa- 
sionally appendicular irritation induced the 
spasm and brought about the invagination. 
Since the histological study of these appen- 
dices has been taken up as a routine meas- 
ure, it has been found that a certain num- 
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ber of them show definite, acute inflamma- 
tion, even where no trauma to this organ 
was present. It is hoped that others will 
make investigations along this line, for we 
are convinced that appendicitis is one of the 
causes of intussusception. Enlarged mesen- 
teric glands were found in a considerable 
proportion of these cases, but were thought 
to be the results rather than the cause of 
the trouble. In the majority of these cases 
they were unable to find an unmistakable 
causative factor to account for the intus- 
susceptions. 


Recurrence. There were but two cases 
in this series in which recurrence took 
place. In the first case, there was a return 
of symptoms in an infant, upon whom Dr. 
Silleck had operated two days before for 
ileocaecal intussusception, and, on re-open- 
ing the abdomen, he reports the finding of 
a recurrence at the same site, with gan- 
grene of the neck of the intussusceptum, 
necessitating a resection. The second case 
was operated on by Dr. Peterman for an 
entero-ileocaecal intussusception. Reduc- 
tion was difficult and convalescence stormy. 
Five weeks later I operated a second time 
for acute obstruction of the lower ileum 
caused by adhesions. Two months later 
symptoms of intussusception developed, and, 
at the operation, performed this time by Dr. 
Silleck, an ileocaecal invagination was suc- 
cessfully reduced. 


Results. One infant who had been ill for 
seven days with intussusception was mori- 
bund when brought to the hospital and died 
within an hour of admission. Another late 
case, ill for three days died on the operating 
table just as the operation was started. A 
gangrenous, irreducible, double intussuscep- 
tion was removed post mortem. There was 
but one successful reduction, without re- 
sort to laparotomy. The patient, a girl of 
five years of age, was seen in consultation 
with Dr. A. H. Cilley and presented the 
usual history and symptoms of intussuscep- 
tion. Following hydrostatic pressure and 
postural treatment, relief was obtained. Of 
the remaining forty-three cases, twenty- 
eight were reducible and fifteen were either 
gangrenous or irreducible or both. In the 
first group there were three deaths, due 
to-an overwhelming toxaemia, nine hours, 
seven hours, and five hours after reduction, 
in infants who had been ill four days and 
three days, respectively. Another tatality 
occurred in a boy who developed a colic in- 
tussusception while ill with influenza, dur- 
ing the 1918 epidemic. Reduction was ac- 
complished with ease, about six hours after 
the onset, but death followed four days 


later, and was due to a double influenza 
pneumonia. Another case developed pneu- 
monia after leaving the hospital and died of 
this disease on the fourteenth day following 
operation. Another late death occurred in 
a four months old infant, twenty-one days 
following operation, after dismissal from 
the hospital. In this instance, the cause of 
death was not determined. To sum up the 
results in the reduction cases: There were 
twenty-two cures and six deaths, mortality 
21.42 plus per cent. If allowed to exclude 
the deaths not directly due to the intestinal 
obstruction or to the surgical treatment 
thereof, the mortality would drop to 10.71 
plus per cent. There were several recov- 
eries in late and profoundly toxic cases. 
The longest interval between the onset of 
the disease and a sucessful reduction was 
four days; the shortest was five hours. 
Every case in this group seen within forty- 
eight hours of the onset recovered, with 
the single exception of the boy who died of 
influenza pneumonia. 


In the second group of fifteen cases re- 
quiring resection, there were four recov- 
eries and eleven deaths; mortality 72.4 per 
cent. Of the thousands of cases of intus- 
susception which have been reported 
throughout the world, there are on record 
less than a score of successful resections in 
infants. In older children the statistics are 
not quite so apalling. Dr. Peterman had 
the honor, in 1905, of presenting before the 
Surgical Section of the Academy of Medi- 
cine the first successful resection of a gan- 
grenous intussusception in an infant on rec- 
ord. Since that time he has had two other 
successful resections, one in an infant eight 
months -old and the third ina boy four and 
one-half years old. The fourth successful 
operation in this series was performed by 
Dr. Silleck. Of the eleven fatal cases, nine 
were in infants. 

When this series of intussusception cases 
is studied as a whole, one is impressed with 
the large proportion of late cases. More 
than two-thirds were received into the hos- 
pital after the first twenty-four hours, and 
about one-third of the total number required 
resection. In spite of the fact that diag- 
nosis is easy, no class of cases is more often 
unrecognized and mismanaged. 


There were twenty-two deaths in this 
series of fifty-five cases of acute intestinal 
obstruction in children, giving a mortality 
of forty per cent. This includes the fatal- 
ities from all causes, early and late, regard- 
less of whether the patient received treat- 
ment or not. The most important factor in 
this intestinal obstruction problem is to 
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operate early, before involved tissues have 
undergone serious damage, and before tox- 
aemia has become pronounced. It is the 
only way to lessen the great morbidity and 
to reduce the high mortality, which in- 
evitably accompany delay. Finney says it 
is better to have the operation done early 
than well. Better a poor operation on a 
patient in poor condition. Van Beuren 
makes the axiomatic statement that the 
longer a patient lives with acute intestinal 
obstruction before operation, the sooner will 
he die after operation. So much for this 
phase of the question! Experience has 
taught use that occasionally and apparently 
hopeless risk can be converted into a fair 
sort of a gamble by treatment which com- 
bats shock, tissue desiccation, and toxaemia. 
External heat, appropriate stimulation, 
stomach lavage, the introduction of fluids 
into the system by infusion or hypodermo- 
clysis or proctocysis, are just as much indi- 
cated, in selected instances, before operation 
as after. Following the operative relief of 
the obstruction, in addition to the measures 
just mentioned, morphine, atropin and 
pituitrin, if used judiciously, are agents of 
proven worth. If threatened gangrene or 
perforation of the bowels does not force the 
operator to take radical steps—then a two- 
stage operation will often prove successful 
where a single procedure might have re- 
sulted in failure. The importance of empty- 
ing the loaded segment of bowel above the 
obstruction is obvious. Caecostomy in acute 
obstruction of the large intestine, and en- 
terostomy (particularly jejunostomy) in ob- 
struction of the small bowel—to precede or 
to accompany the operation for the relief 
of the obstruction—are often life-saving 
measures. <A local anaesthetic should be 
the anaesthetic of choice, in many of these 
operations. ‘ 








A PLEA FOR A _ BETTER UNDER- 
STANDING AND THE COURAGE TO 
DO IN THE TREATMENT OF LARYN- 
GEAL DIPHTHERIA* 


J. E. HUGHES, M.D. 
Shawnee, Oklahoma 


Diphtheria is a disease of antiquity. We 
find it so graphically described in the early 
writings of man, that we can little doubt 
their knowledge of such a malady. Asclepi- 
ades who lived about one hundred years 
before Christ, scarified the tonsils and per- 
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formed laryngotomy for obstructed breath- 
ing. <Aretaeus, a Greek physician, at the 
commencement of the Christian era, gives 
in writing still extant, a clear and accurate 
description of mild and severe diphtheria, 
After describing what he designates “ulcers 
upon the tonsils, covered with a white, livid 
or black concrete product,” he adds “if the 
malady invades the chest by way of the 
trachea, it causes suffocation in the same 
day.” 

Galen, Ameliannus, Trousseau, Borthez, 
Souchut, Klebbs, Loeffler, von Behring, 
Roux, Yersin and O'Dwyer, all down 
through the ages have contributed much, 
and each mark mile-stones of progress in 
the treatment of the most dreaded and most 
pitilessly fatal of all the diseases of child- 
hood. 

When Klebbs and Loeffler established the 
etiological factor and von Behring brought 
forth the specific serum, universal success 
seemed almost assured. The end of the 
rainbow, long sought, lay just around the 
corner; and yet, statistics collected from 
larger centers show that the mortality has 
remained quite constant for the past twenty 
years. The public and the doctor must 
share the blame. The insidious onset, the 
unalarming symptoms and the dread of 
quarantine contribute much to the failure 
in calling for medical aid. The procrastina- 
tion, the failure to carefully examine the 
throat and most of all the failure to “play 
trumps” when in doubt, are too often the 
shortcomings of the physician. 

In the further discussion of this subject, 
I wish to confine my remarks to the man- 
agement of diphtheria of the larynx. But 
since this form is usually secondary to 
pharyngeal diphtheria, I have prefaced my 
remarks with generalities. Diphtheria is 
diphtheria, regardless of location and it 
seems unnecessary for me to emphasize the 
importance of the early use of large dosage 
of anti-toxin, a remedy so well known and 
so well established that its specificity goes 
unquestioned ; and is probably the greatest 
of all therapeutic agents—save for quinine 
in malaria. But in laryngeal diphtheria we 
must truly conserve the “breath of life” and 
often times more heroic measures must be 
instituted. 


It is difficult to obtain statistics on deaths 
due to laryngeal diphtheria. In Baltimore, 
where death certificates are not accepted, 
unless the type is specified, Hogan! reports 
for the years 1919 and 1920 two hundred 
and forty-six deaths from diphtheria. Of 
this number, two hundred and two, or 
eighty-two and eleven one-hundredths 
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(82.11) per cent were due to the laryngeal 
tvpe. If this high mortality obtains in other 
cities and communities, then our problem 
is to educate either the public or the physi- 
cians, or both, to recognize laryngeal diph- 
theria earlier, give larger doses of anti- 
toxin (intravenously, if possible) and to in- 
tubate in time. Not waiting until cyanosis 
appear and the patient moribund. He whe 
procrastinates frequently returns to find 
crepe on the door. The recession of inter- 
costal space, extreme restlessness, approach- 
ing cyanosis should be signals to intubate. 


In 1858 Bauchut, of Paris, published a re- 
port of six intubations for “membranous 
croup.” A funnel like tube was introduced 
by means of metal male catheter. Per- 
formed with such crude instruments it met, 
as might be expected, with strong opposi- 
tion by such men as Borthez and Trousseau, 
who were ardent supporters of tracheo- 
tomy. It soon fell into disuse and was for- 
gotten. It remained for our American Sur- 
geon, Doctor Joseph O’Dwyer, in 1888, 
wholly ignorant of previous history of in- 
tubation, after many measurements of the 
larynx on the cadaver, many discourage- 
ments and many modifications, to evolve an 
instrument that to this day has been little 
improved upon—a device that has saved 
thousands of these little sufferers from the 
most horrible of all deaths—memory pic- 
tures we would like to forget. 

In these days of specializing is intubation 
becoming a lost art? The general man 
leaves intubation for the surgeon. He, in 
turn, passes the buck to the laryngologist 
and when the emergency arises none are 
prepared and the child dies, while the doc- 
tor plays the role of “dear Gaston and dear 
Alphonse.” Those who become the great- 
est experts are the men in general practice 
in the field and not the specialist. The 
laryngologist who is accustomed to working 
by vision and not by the sense of touch is 
little better qualified to intubate than the 
novice. 

Direct intubation as advocated by Pur- 
cell? and Goodloe* in contra-distinction to 
the indirect or so called “blind method” 
may be a success in their hands, but again, 
must we look to the highly skilled laryng- 
ologist in the distant city, while the unfor- 
tunate little one dies of suffocation? Nor 
should we give much credence to the physi- 
cian who claims the larynx won't retain the 
tube or else that it does not relieve. It 
usually won't when placed in the esophagus. 
While hospitalization is greatly to be de- 
sired, we should not hesitate to intubate in 
the home. Cartin* reports three hundred 


and fifty intubations, practically all per- 
formed in the homes of miners or steel 
workers, with the exceedingly low mortality 
of ten per cent. And of this number he re- 
ports no chronic tube cases, an objection 
often raised against intubation. 

Of my own cases, twenty-six in all, I have 
had one death. This case was relieved by 
tube for only a few hours, when it became 
necessary to do a tracheotomy. In my en- 
thusiasm over the apparent results, I left 
the home without instructing the attend- 
ants how to remove the inner tube and what 
to do in an emergency. I was hurriedly 
called but arrived too late. This sad ex- 
perience taught me the lesson, the battle is 
only half won when the tracheotomy tube 
is placed. 

I do not want to appear too elementary 
in describing the technic of intubation, but 
it is the little details that count. Play with 
the tubes and applicators, study their 
mechanism. The knowledge gained will 
give you a confidence and dexterity that will 
serve you well in an emergency. I prefer 
the patient in the upright position, placed 
in the lap of an attendant, with a sheet 
wrapped snugly around enclosing arms to 
its side and with the head resting against 
the left shoulder of the attendant. The 
body and head of the child in an erect pos- 
ture, as if suspended by the hair of the 
head. This is an important detail and often 
overlooked. The feet fixed between the 
knees of the attendant. An assistant with 
both hands holding the head and assisting 
in holding the mouth gag in left angle of 
the mouth and far enough back to be out 
of the way and at the same time hold the 
mouth wide open. The operator standing 
in front, facing the patient, passes his left 
index finger over the tongue well down 
into the pharynx, bringing finger forward 
it comes in contact with the epiglottis, this 
is brought upward and forward against the 
base of the tongue and there held in place, 
while the tip of the intubation tube is passed 
down the radial side of the index ata 
thus directing the tip of the tube into the 
larynx. Carry well down, gently but rap- 
idly, release the tube with the trigger of 
the applicator, keeping the left index finger 
in place and holding tube down while ob- 
turator is being removed. Be sure it is well 
seated. Force is not necessary. Remove 
gag and attach silk thread to the cheek 
with adhesive tape. After a few minutes 
of paroxysmal coughing, in which much ac- 
cumulated secretions are expelled, the child 
soon falls asleep and except for occasional 
fits of coughing, experiences very little dis- 
comfort from the presence of the tube. 
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After the child has rested for half an hour 
and breathing has become easy, the mouth 
gag should be replaced and left index 
finger introduced, assuring oneself that the 
tube is well seated, then cut and remove the 
loop of silk thread from the eyelet of the 
tube, thus preventing an accidental dis- 
lodgement of the tube. 

The tube should be left in place from five 
to seven days and then removed. Repeat- 
ing the same procedure as for intubation. 
One can feel the head of the tube and its 
opening. The tip of the extubator is passed 
down the radial side of the index finger, 
while by the sense of touch the tip is direct- 
ed into the lumen of the tube. 


After removal of the tube hold yourself 
in readiness for a reintubation, which is 
frequently necessary as a result of oedema 
of the larynx, which follows the release of 
pressure from the tube. Do not be too 
hasty to reintubate, for we usually have 
more or less difficult breathing. On the 
other hand, do not be caught napping. 
Usually after six or eight hours has elapsed 
after extubation, the danger has largely 
passed. I believe a tube left in place for as 
long as six days lessens greatly the neces- 
sity for reintubation. 


Prior to the days of successful intubation, 
tracheotomy had become a very common 
operation and had been practiced almost 
since the dawn of history, doubtless, saving 
countless lives of these little sufferers. But 
tracheotomy at its best carries with it a 
rather high mortality and today intubation 
is the procedure of choice. Intubation 
should be one of expediency—tracheotomy 
one of absolute necessity. In an emergency 
or after intubation has failed to. relieve, 
tracheotomy should be performed. I can 
best illustrate my conception of an emer- 
gency tracheotomy by reporting a case. 
Pardon my manifestation of personal pride. 


About two years ago I was hurriedly 
called, about four o’clock in the morning, 
three miles in the country to see a five 
year old boy with laryngeal diphtheria. I 
had seen the case late in the evening before 
and had given 10,000 units of anti-toxin. 
Symptoms were not alarming and apparent- 
ly an early case. So I returned home dis- 
missing the case from my mind. When the 
emergency call came, it dawned on me that 
both our intubation sets were in use in 
neighboring towns. I tried to borrow a set 
from some of the doctors but telephone 
service is not very prompt at that time in 
the morning, and doctors were less prompt 
and those that did answer did not have a 
set. So after considerable delay I made the 


call, fully expecting (from what they had 
told me over the telephone) the child would 
be dead on my arrival. 


The child was unconscious and no air 
was entering the lungs. The pulse was 
very slow but of fair volume. I placed the 
child at once on the table, amid dirty dishes 
and with the aid of two instruments, a pair 
of scissors and a nasal speculum (all that I 
had in my grip) I opened the trachea and 
introduced a self-retaining nasal speculum. 
The child breathed and is living today. The 
carbon dioxide anesthesia was perfect. The 
child did not so much as move a hand while 
opening the trachea. My assistant, a 
twelve year old brother of the patient, held 
a lantern for me; while the rest of the fam- 
ily, amid weeps and wails, deserted the 
house. For which I was truly thankful. I 
left the house and returned a few hours 
later and placed a tracheotomy tube. I 
finally persuaded the operation shy father 
to stay on the job, remove and clean the 
inner tube and to remove both tubes when 
breathing became difficult. Inner tube 
should be removed, cleaned and replaced 
every hour or two for the first forty-eight 
hours, or the secretions will dry and soon 
obstruct the tube. It is quite a problem to 
keep the air moist. This can best be accom- 
plished with steam and an improvised tent. 
Dried secretions frequently extend down 
into the trachea, as it did in this case, mak- 
ing it necessary to pass flexible applicators 
down to bifurcation of the trachea to dis- 
lodge them. 


Aspiration pneumonia is a frequent com- 
plication and the days immediately follow- 
ing tracheotomy are busy ones for the doc- 
tor and the attendants. 


In reciting this narrative, I do not wish 
to minimize the importance of careful tech- 
nic and preparation in doing a tracheotomy. 
On the other hand, when an emergency 
arises, meet it. Do your best and you will 
frequently be rewarded for your efforts. 


In closing this discussion I want to stress 
some of the most important features in the 
management of laryngeal diphtheria. While 
laryngeal diphtheria is usually secondary to 
pharyngeal involvement, do not doubt what 
you can see. It may be primarily of the 
larynx. Make direct smears if you wish, 
but do not depend on them for a diagnosis 
in any type. Make cultures, they are usuaily 
very helpful, but often most unsatisfactory 
in the laryngeal type. Strive to make a 
diagnosis but do not fail to “play trumps” 
when there is the least doubt. Give large 
doses of anti-toxin early and repeat. Do 
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not wait until too late to intubate. Do it 
yourself, unless you are quite sure you have 
someone available who can do it better than 
you. Give the child every chance for its 
life. If caught in a pinch or intubation 
fails, do a tracheotomy. You have every- 
thing to gain and nothing to lose. 
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DIAGNOSIS OF EARLY PULMONARY 
TUBERCULOSIS* 


ELLIS LAMB, M.D 
Clinton, Oklahoma 


The Mertopolitan Life Insurance Com- 
pany have been able to reduce the deaths 
from pulmonary tuberculosis in their white 
male wage earners in the industrial depart- 
ment 59 per cent in eleven years, and the 
age at which their maximum death rate 
occurs has been advanced from 388 years 
to 44.8 years during the same period. 

The same company, by systematically 
searching out the incipient and other cases, 
during about a six year period, from their 
beginning of sanatorium treatment for their 
employees give the following statistics; a 
total of 1,018 patients discharged. There 
were 592 incipient cases admitted, and of 
this number 81 per cent were discharged as 
“apparently arrested or quiescent.” Fifteen 
per cent discharged “improved,” 366 mod- 
erately advanced cases, 42 per cent dis- 
charged “apparently arrested or quiescent,” 
and 36 discharged “improved.” Sixty far 
advanced cases, there were only two dis- 
charged “apparently arrested or quiescent” 
and eight discharged as “improved.” The 
other 84 per cent were discharged “unim- 
proved,” “progressive” or “dead.” 

After abount one year from the compila- 
tion of these statistics, 896 of these patients 
who could be traced to the incipient cases 
90 per cent were at work, seven per cent 
were alive, but unable to work and three 
per cent had died. 

Of the moderately advanced cases, 70 per 
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cent were at work, 15 per cent were alive, 
but unable to work, and 15 per cent were 
dead. 

Of the far advanced cases discharged 
alive, 34 in number, only seven or 21 per 
cent were at work, seven were alive but un- 
able to work and 20 of these cases were 
dead. 

My observation of one year at the State 
Tuberculosis Sanatorium at Clinton, shows 
that a painful few of incipient cases come 
for treatment. The reason for this is two- 
fold, the public do no fully appreciate the 
importance of early, and the dangers of 
delayed investigation, and the medical pro- 
fession, as a rule, are too lax, or too busy 
to properly evaluate early symptoms and 
signs of what “should be early suspected 
cases.” The mistake of most doctors is 
more often due to laxness and carelessness 
than is to inability. 

It usually requires a great deal of moral 
courage to even meet our honest convictions, 
and tell a patient and family that they have 
tuberculosis; when the disease has appar- 
ently made but little inroads upon the pa- 
tient’s health, and when we feel that pos- 
sibly it might not be, or at least it might 
be of the abortive type, following some 
other acute infectious disease; knowing 
that this more than likely will change this 
patient’s entire plans for life, and many of 
them will even hunt for a doctor who will 
tell them what they want to hear “that they 
have no T. B. Yet these are conditions we 
have to deal with, and educate the people 
to the true value of an early diagnosis, and 
HOW MUCH MORE amenable to treat- 
ment it is in the incipiency. 

An incipient case requires but a few 
weeks for treatment compared to many 
months or years for the MODERATE and 
ADVANCED cases, and the chances for 
ultimate arrest correspondingly decrease 
with advancement of the case. 

A careful written history is the first es- 
sential in diagnosis, and usually if we are 
really dealing with a tubercular case, it will 
usually disclose a direct infection from some 
member of the family or from an associate, 
as a rule, during infancy or the early years 
of childhood. 

This history must be detailed, and include 
family back to grandparents and everyone, 
particularly who have been closely asso- 
ciated in any way with the patient. There 
is a great tendency to discredit heredity; 
THERE IS NO direct heredity of the dis- 
ease itself but many will inherit a direct 
tendency, viz., a subnormal resistance to 
this particular infection, and some families 
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show a tendency to certain sex; in some 
families to the female members, in other 
families the male members seem to be more 
deposed; consequently a history of the 
health of and cause of death of parents, 
grandparents, uncles, aunts, cousins, broth- 
ers and sisters will give the doctor an idea 
of the material at hand. 

From the “Stock” questions on the history 
sheet or cards it is usually possible to get 
certain leaders, and follow them to the 
point of direct infection, and aside from a 
direct admission of a tubercular infection 
in some member, we should be on the alert 
for such terms as _ chronic bronchitis, 
anemia, nervousness, decline, chronic in- 
digestion, etc., any of these may, when 
carefully ferreted out, mean phthisis, “died 
from the effects of pneumonia,” a few 
weeks or months after the disease, usually 
ineans acute “pneumonic phthisis,” unless 
it was directly due to empyema or pulmon- 
iry abscess, and “died from the effects of 
exposure” is very apt to mean tuberculosis 
if gone into carefully. Chronic coughs, fre- 
quent colds, frequent attacks of influenza, 
may mean exacerbations of tuberculosis. 

As to a personal history, the early child- 
hood history is VERY important, and this 
must be followed up to the present. Among 
the important things are whooping-cough, 
measles, influenza, etc., and whether a rap- 
id recovery was made from these acute in- 
fections. 

Influenza, lasting more than three or 
four weeks is apt to mean tuberculosis. All 
pleurisies “wet” or “dry”*mean tuberculosis 
unless known to be pneumonic, traumatic, 
or post-operative. 

The term “fever” as is sometimes loosely 
applied to a semi-invalid condition of un- 
known origin may mean malaria, endocar- 
ditis, typhoid or influenza, and if all these 
can be ruled out, it is then apt to mean 
tuberculosis. . 

Bone and joint infections, fistulas, lymph- 
nodes (unless due to subacute tonsilitis, 
syphilis, ete.) scars, or such may in the neck 
mean tuberculosis; getting a lead on any 
of these will naturally give a clue for fur- 
ther investigation. 

The occupation should be gone into, and 
more particularly as to the surroundings, 
and whether sufticient ventilation, rest, and 
recreation are had, as well as the health of 
the fellow workmen and the home life and 
surroundings, whether wholesome food, 
and sufficient sleep in properly ventilated 
rooms or porch is had. 

Habits of the patient as to alcohol, tobac- 
co and any and all excesses, and syphilis 


must be watched for in all cases. 

Active tuberculosis is a disease of symp- 
toms, cough is a constant symptom, usually 
of a hacking nature and spoken of as a “dry 
cough,” in the early stages, soon beginning 
to raise a little mucus, chiefly of mornings, 
gradually becoming a little more colored 
with yellow and vomiting at the end of 
coughing, particularly true in children, and 
where whooping-cough can be ruled out 
this is a POSITIVE sign of tuberculosis. 

Temperature usually showing a wave of 
a few degrees, in mornings running sub- 
normal 97 degrees or even in some cases 
96.5 degrees, with an afternoon raise to 99 
or more. This afternoon rise above the 
morning temperature should be regarded 
as fever, for this patient, basing the maxi- 
mum morning temperature as normal; and 
in all doubtful cases which should be re- 
examined at subsequent times, we should 
have a two weeks’ temperature record, 
taken four times a day at regular stated 
intervals. Loss of weight without other 
known causes is very significant. Loss of 
strength, becoming easily tired, a tired feel- 
ing on arising, which soon passes off with 
the first morning’s exercises, coming on 
again during the afternoon, and the patient 
will tell you that a night’s sleep does not 
refresh them as it formerly did; pains in 
the chest and about the body should be 
investigated. 

In most cases there is a peculiar form of 
nervousness, and | have noticed this par- 
ticularly in some children, a form of psy- 
cosis, often showing themselves alert and 
interested in your work. 

Many and various forms of digestive dis- 
turbances. Night sweats which usually 
come on in the after midnight hours. 
Headaches. 

The “phrenic sign” is elicited by pressure 
over the course of the phrenic nerve be- 
tween the heads of the sterno-cleido mas- 
toid muscles, it is a fairly constant, and 
early sign, and of considerable importance, 
when it accompanies other important symp- 
toms. Deep pressure at this point gives 
pain, referred to affected side pressing on 
both sides, watching the patient’s face for 
expression of pain, and ask them to locate 
the site of pain. 

Physical examination reveals but little in 
the very early stages, increasing with the 
approach to the “moderately advanced 
stage.” 

Some cases are so acutely rapid as to 
reach the advanced stages within a very 
short time, while others remain in the 
(pathological) incipient stage for months or 
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even years, still others with small areas of 
involvement may have “little breaks from 
time to time and become closed cases dur- 
ing the interim.” 

Strip the chest completely of every pa- 
tient. By inspection, note the general ap- 
pearance of patient whether apparently 
well nourished, or more or less emaciated, 
condition of skin. As cases become more 
advanced the skin becomes more dry and 
is wrinkled, usually some atrophy of mus- 
cles over apex of affected lung, and supra- 
clavicular space of diseased side becomes 
narrowed and also usually looks more 
shrunken; close observation may reveal the 
affected side “lagging” and does not fully 
expand with the other side. 

Palpation will usually show the “lagging” 
of respiration and it is sometimes possible 
to notice an increased vocal fremitus over 
diseased area.. 

Percussion should be begun as low as 
center of chest to get the normal resonance 
and carefully go upward, noting any dull- 
ness which may be caused by a fresh in- 
durated lung tissue from incipiency, or 
might prove to be an old healed lesion, com- 
paring the two sides, and your findings to 
be checked with the most important thing 
in physical examination, AUSCULTATION. 

No two normal chests sound alike, and to 
get the normal chest sound for a particular 
individual, you should first auscultate in 
the axillary region, and carefully go over 
one lung at a time, first front and then 
back, with patient breathing normally, or 
at least but slightly deeper than normal, 
noting any abnormal sounds. An interrupt- 
ed or cog-wheeled breathing usually means 
one of two things, a new incipient area of 
infiltration, or old scar tissue from an old 
healed process and your history and other 
findings will have to reveal which. 

It usually is possible in fairly early stages 
to hear sub-crepitant rales at the end of 
inspiration, caused from a little transuda- 
tion of fluids into some of the air cells, be- 
fore actual softening and breaking down 
appears, or at least while the sputum is 
still negative and shows no evidence of 
purulency, etc. Checking all spots for 
future reference. 

After thus going over a patient, then go 
over a second time, having the patient to 
exhale, cough at the end of exhalation and 
to take a quick short inspiration, and if 
there is any moisture, this will bring it out. 

“Crackles” in upper lung or apex in a 
patient not sick with pneumonia means tu- 
berculosis, and in base without definite 


signs and symptoms elsewhere usually 
means something else such as “gassed” 
lungs. We should not get rales confused 
with marginal sounds frequently heard 
about the base of the lung and caused by 
pleurae stripping loose during respiratory 
movement. 


All physical signs may be very meager 
and very hard to find, but when they 
check in the slightest way with a POSI- 
TIVE HISTORY AND POSITIVE SYMP- 
TOMS of an activated case, you are justi- 
fiable in making a POSITIVE diagnosis, 
on the other hand where physical examina- 
tion reveals an old lesion without activation 
with no symptoms of toxicity and no T. B. 
discernable in the sputum, I believe we 
should stop with proper caution to this pa- 
tient as how to live and properly care for 
himself and not make a positive diagnosis. 

The length of this paper precludes the 
discussion of any of the laboratory aids in 
diagnosis, most of them having mighty good 
values, particularly is this true of the x-ray 
which helps more to cinch a diagnosis and 
shows much of the amount of involvement 
and should be resorted to in every case 
where at all practicable. 





AMBLYOPIA 


J. R. PHELAN, M.D. 
Oklahoma City, Oklahoma 


Amblyopia is a term used to* denote a 
partial or complete blindness, either of one 
or both eyes, and which is due to an obscure 
pathological condition and does not cause 
any appreciable change in the normal 
fundus. 

Amblyopia is either congenital or 
acquired. 

Congenital amblyopia, as the word im- 
plies, exists from birth. 

The most predominationg cause is due 
to some constitutional disease of either 
parent. 

Some writers attribute the cause to an 
extreme degree of hypermetropia, astigma- 
tism or squint. 

I am rather inclined to believe that am- 
blyopia due to any of these causes, should 
come under the acquired form, for if these 
conditions were corrected during infancy, 
the amblyopia would not exist. 

Acquired amblyopia is that form which 
develops during life time. It may be pro- 
duced from anatomical conditions, as in 
astigmatism, or in squint where we have 
an uneven muscle balance. When making 
an examination with your opthalmometer, 
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and you find one eye with 4 D. of astigma- 
tism, and the other eye, say, with 1-2 D., 
you can reasonably expect the former to be 
amblyopic, especially will you find this true 
if the patient has never worn glasses. 


The same rule will apply to exaggerated 
cases of squint. 


Amblyopia may be due to external causes, 
as from injury, or too glaring light, as in 
acetylene welding or snow blindness. Then 
we have it produced from internal causes: 

1. Disease. Often times patients suffer- 
ing from certain diseases, will experience 
a temporary blindness, this is particularly 
noticeable in patients subject to fainting 
spells, just before losing consciousness, 
they will complain of being unable to see. 


This condition, however, is transient, 
and sight is restored as soon as the patient 
regains consciousness. 

2. Tumors of the brain will produce am- 
blyopia, unlike amblyopia caused from 
astigmatism, or squint, which is usually 
confined to one eye, while that caused from 
tumors produces blindness in both eyes. 
While that in the former is usually only a 
partial blindness, that in the latter is a total 
blindness. 

3. Toxic amblyopia. This is due to pois- 
oning from drugs which likely produces a 
retrobulbar neuritis. The agents most in 
evidence producing this condition are lead, 
tobacco and alcohol. There are a great 
many other drugs that may cause this con- 
dition, bit on account of there being so 
few cases reported, they are not so seriously 
considered. 

Lead amblyopia is usually found in 
painters, due to the fact that they are con- 
stantly working with this mineral, it is in- 
haled with the air they breathe and is ab- 
sorbed through their skin, as they are con- 
stantly getting the paint on their hands. 

Tobacco has produced its share of toxic 
amblyopia. It 1s believed that those who 
chew or use tobacco as snuff are more sus- 
ceptible than those who smoke, for when 
smoking, more of the nicotine, the alkaloid 
that is responsible for the amblyopia, is 
burnt up, so not so much of it is taken up 
in the system. 

Alcohol is an agent which is responsible 
for a great many cases of amblyopia. Be- 
fore prohibition, ethyl alcohol was the form 
or kind used, not only straight, but in whis- 
key, brandy and in other intoxicating bev- 
erages. The condition was most noted in 
men, and usually while or after they had 
been on a spree. 

Since prohibition, however, the restric- 


tions caused the ethyl alcohol to be inacces- 
sible, at least to a great extent, and for this 
reason we are having fewer cases from this 
form of alcohol, but instead, we have a 
greater menace in methyl alcohol. The 
adoption of the national prohibition amend- 
ment in the United States, and the possible 
advent of similar restrictions in Great 
Britain, make the ocular complications of 
wood alcohol poisoning a live topic for dis- 
cussion. The more we restrict the use of 
ethyl alcohol, the greater is the temptation 
to substitute methyl alcohol, and so long as 
methyl alcohol remains the most deadly 
poison of daily commerce, so long will hu- 
man eye sight, if not life itself, be menaced 
by ignorant, careless or criminal handling 
of this toxic product. As opthalmologists, 
says Dr. S. L. Ziegler in an article published 
in the Journal of the American Medical 
Association, October 8, 1921, we have a 
double duty to perform. (1) To make an 
intensive study of the toxic effects of 
methyl alcohol on the delicate ocular tis- 
sues, and (2) to establish a propaganda in 
preventive medicine that will protect pos- 
sible victims, whether guilty or innocent. 
Three fateful factors have increased the 
danger of wood alcohol: 


(1) Its refinement from a nauseous, vile 
smelling compound to one as clear and 
palatable as ethyl alcohol. 


(2) Its fatal cheapness, which has natur- 
ally resulted from the increased output and 
the improved methods of manufacture, and, 
(3) its unusual solvent power which has so 
greatly encouraged its use in the arts. 


In America we have (1) ethyl alcohol, 
which is either absolute (99 per cent) or 
rectified (90 per cent); (2) methyl alcohol, 
which may be either the commercialy im- 
pure liquid or the purified product, and (3) 
denatured alcohol, which was formerly com- 
posed of ten parts of methyl alcohol and 
one-half part of pyridine bases, added to 
100 parts of ethyl alcohol; but since Decem- 
ber, 1919, this formula has been modified 
by a reduction of the methyl alcohol from 
ten to two per cent. There is a well found- 
ed suspicion that in order to evade the 
prohibition act, unscrupulous chemists are 
submitting this denatured alcohol to frac- 
tional distillation so as to remove the ben- 
zine and wood alcohol and thus secure an 
impure ethyl alcohol which can be sold for 
drinking purposes. 

In the United States, this production is 
better regulated, and therefore, the cases 
of blindness have been fewer, although it 
is quite possible that many cases have 
escaped detection and reporting. Wood 
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alcohol is considered the most deadly poison 
in daily commerce. One teaspoonful has 
been known to cause blindness and one 
ounce to cause death. 

It is a protoplasmic poison possessing a 
selective affinity for the delicate nerve tis- 
sues of the eye. Its biochemistry is modi- 
fied by oxidation, first to formaldehyde and 
then to formic acid, both of which are cor- 
rosive poisons. 

Formic acid is the end-product excreted 
by the kidneys. If formic acid is present 
in urine, it will promptly reduce Fehling’s 
solution, thus suggesting to the inexperi- 
enced a false diagnosis of diabetes. 

Sudden blindness with vomiting and ab- 
dominal pain should always arouse suspi- 
cion of methyl! alcohol poisoning ; especially 
if diplopia or ptosis is associated. 

Papillitis, sector-like atrophy and sudden 
sclerosis of the nerve-head are equally typi- 
cal fundus lesions. 


Visual Complications from Abuse of Alco- 
hol and Tobacco. 


‘he eye disturbances arising from the 
abuse of alcohol and tobacco ought to at- 
tract attention because they can be easily 
detected without or before endoscopy and 
because they can be completely cured by 
medical treatment if instituted in time. 
Clinically such patients have poor sight. 
The disease is a central scotoma of the 
visual field. There is a distinct trouble in 
the recognition of the colors, certain colors 
on small surfaces. While a large surface 
of color is recognized, a small area of the 
same color is not. 

The scotoma is due to an elective intoxi- 
cation of the macular region and of the 
optico-cerebroretinal macular bundle. Oph- 
thalmologic examination shows almost com- 
plete integrity of the fundus, so that the 
syndrome is that of an amblyopia. 

Alcoholic intoxication may cause atrophy 
of the optic nerve, excepting this, the prog- 
nosis of alcohol and tobacco amblyopia 1s 
usually good. 

Terson has never seen a toxic neuritis in 
an alcoholic who did not smoke, but he has 
seen pure tobacco amblyopia in excessive 
smokers who did not use alcoholic bev- 
erages. The visual disturbances appear 
rather suddenly, being immediately occa- 
sioned by some psychic or nutritional cause. 

The best treatment is abstention from 
alcohol and tobacco with general treatment 
to improve digestion and functioning of 
the emunctories. Glasses to correct the 
visual errors should be prescribed. 

Tobacco amblyopia generally yields com- 


pletely to energetic treatment. 

Effects of nicotine on vision. T. B. Brad- 
ford makes an appeal to big corporations to 
put the ban on nicotine as the drug above 
all others which is liable to cause blindness 
at a time in the life of an individual when 
it might cause serious results. This refers 
especially to railroad engineers and others 
who depend on the acuity of their vision. 





ACUTE CIRCUMSCRIBED PERITON- 
ITIS OF METASTATIC ORIGIN SIM- 
ULATING APPENDICITIS* 


C. S. NEER, M.D. 
Vinita, Oklahoma 


The term primary idiopathic peritonitis 
has been used in two senses. Under a view 
formerly held the inflammation attacked 
the peritoneum ab initio. Its origin was 
usually attributed to some indefinite agen- 
cy such as “rheumatism” or “cold.” More 
recently it has been recognized that peri- 
tonitis is practically always of infective or- 
igin and Flexner applied the term “primary 
peritonitis” to cases in which there was no 
local focus in the abdomen to account for 
the infection, it being assumed that the in- 
fecting micro-organisms are conveyed to 
the peritoneum by the blood or lymph 
channels, from some other part of the body. 
“Endogeous metastatic infection of the peri- 
toneum” is more descriptive of the process 
and the terms “primary” and idiopathic” as 
here applied are being used less often. 

As to the frequency of cases originating 
in this way there is considerable variance 
in different statistics. Osler states that of 
102 cases of peritonitis which came to 
autopsy at John Hopkins, twelve were of 
this form. Elsner’s material reduces the 
number far below these figures. Benda’s 
records show that of 446 cases of periton-. 
itis examined after death, two were of 
hematogenous and 35 of unknown origin. 
Rolleston gives its incidence as about 10 
per cent of all cases of peritonitis and be- 
lieves that about one-half of the cases of 
pneumococcus peritonitis are of metastatic 
origin. 

These figures are for cases that came to 
post mortem. Accurate statistics for non- 
fatal cases in which the process is mild and 
circumscribed probably are not obtainable. 

It is true that a minute local focus might 
possibly be overlooked in the absence of an 
exhaustive post mortem examination, and 
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some have been unwilling to recognize a 
metastatic origin for peritonitis. However, 
if the condition occurs with anything like 
the frequency the figures just quoted 
would indicate, or if it occurs at all, it must 
be acknowledge that it is of some surgical 
interest. 


Considering how frequently the other two 
great serous cavities, the pleura and peri- 
cardium, are inflamed by metastasis, it is 
not surprising that metastatic inflammation 
of the peritoneum should occasionally occur. 


It is of course true that peritoneum, lying 
as it does, in contact with the germ-laden 
digestive tube, the biliary tract and the in- 
ternal genitals in the female, is so commonly 
involved in inflammation attacking these 
organs that its infection in any other way 
is of decidedly secondary clinical importance. 


A recent article by E. Palier under the 
title “Peritonitis Acuta Circuscripta Catar- 
rhalis, A New Disease,” was based upon 
the observation of several cases in which 
localized pain and tenderness in the ab- 
domen with fever occurred, preceded usually 
by indications of some infection of the 
throat or respiratory tract. None of these 
cases came to operation or autopsy, so that 
the propriety of designating the condition 
a new disease, or even the correctness of 
the diagnosis itself might be questioned. 
However, two cases have recently come un- 
der my observation which confirm me in 
the opinion that we may have an acute 
circumscribed peritonitis originating in 
some infective focus elsewhere in the body, 
just as we have the more commonly occur- 
ring metastatic inflammation in the pleura, 
the pericardium or the joints. I do not re- 
fer to cases which are not uncommon in 
which a peritonitis is secondary to a metas- 
tatic infection of the appendix or some 
other organ underlying the peritoneum. In 
the cases I report there was so far as could 
be determined no inflammation of the ap- 
pendix or any other organ in the vicinity 
which could reasonably have been regarded 
as the origin of the peritonitis, although in 
both the serous coat of the appendix was 
involved in the process and in both the 
preoperative diagnosis was acute appendi- 
citis. 

A girl of six became ill with abdominal 
pain. There was no diarrhea and no vom- 
iting. The pain continued in the lower ab- 
domen worse on the right side. The pa- 
tient was seen the next day, 36 hours after 
the onset, at which time the temperature 
was 102. The lower abdomen was extreme- 
ly tender, considerably more so on the 


right side. This history and the examina- 
tion clearly suggested appendicitis and an 
immediate operation was advised. 


At operation the caecum and_ small 
bowel in the neighborhood were found 
hyperaemic and red. The appendix was 
also slightly congested but less so than the 
adjacent bowel. The appendix was remoy- 
ed and the wound closed without drainage. 
the convalescence was without incident but 
the temperature was 99 1-2 to 101 for sev- 
eral days. Careful examination of the ap- 
pendix showed no involvement beyond a 
slight congestion of the peritoneal coat. 


The second case was that of a young man 
of 18. Twenty hours previously he was 
seized with pain in the right abdomen and 
vomited once. There was no diarrhea. He 
had been vaccinated several days before 
and there was a large scab with underlying 
pus and the usual red halo surrounding it. 
The temperature was 102 1-2. There was 
quite marked tenderness over the right ab- 
domen, the greatest intensity being slight- 
ly above McBurney’s point. There was also 
some tenderness over the right loin and on 
deep pressure behind. The urine was nega- 
tive. 

A diagnosis of acute appendicitis probably 
retrocaecal was made. At operation a con- 
dition similar to that of the previous case 
was found. The appendix and all the in- 
testine that presented in the wound were 
congested and red. The gall bladder and 
kidney were apparently normal. The ap- 
pendix was removed and the abdomen 
closed. 


There was considerable post-operative 
fever for over a week which gradually sub- 
sided, and much more pain for several 
days than is usual after an appendectomy. 
Examination of the appendix showed no 
lesion other than a slight congestion of the 
serous coat. 


In any attempt to explain the origin of 
the peritoneal infection in these cases the 
appendix must, of course, be considered. 
The macroscopic appearance of the appen- 
dix certainly did not in either case suggest 
that it was infected. In each case it ap- 
peared normal except for a slight redness 
of the peritoneal coat. It is conceivable 
that a microscopic abscess of the appendix 
was overlooked though such an explanation 
seems rather far-fetched. 


Brunzel in 1915 reported ten case of peri- 
tonitis in which it was impossible to trace 
the inflammation to a local source. In one, 
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as in my second case, the sole focus to be 
diverted was on the arm. In two the pa- 
tients had been having acute tonsillitis. He 
also reported three cases in which the symp- 
toms led to the diagnosis of appendicitis 
and in which the appendix was found to be 
apparently normal. 


Another possibility is that an inflamma- 
tion which originated in the mucosa of the 
bowel might have extended through the 
wall of the intestine and involved the peri- 
toneum. Lennander in 1907 gave detailed 
histories of fifteen cases of peritonitis con- 
secutive to enteritis and colitis. He found 
in some a comparatively small part of the 
bowel inflamed, with lymphangitis and se- 
cretion into the peritoneal cavity of serous 
or purulent fluid. In my cases there was 
no diarrhea and no other symptoms sug- 
gesting involvement of the bowel lining. 


Discussion: Dr. G. A. Wall, Tulsa. 

It is claimed by many good authorities 
that a metastatic peritonitis does not exist 
as a diffuse peritonitis and later becomes 
localized. It has always been my opinion 
that all cases of a circumscribed peritonitis 
have been caused by a direct infection from 
some of the adjacent viscera. When we 
know that the intestinal tract is full of bac- 
teria, I do not see how we can go out look- 
ing for some infection, which would have 
to take such a roundabout way, as through 
the blood stream or the lymphatics to cause 
it. 


The so-called inflammations of crypto- 
genic origin, only means that we have been 
unable to find the cause, for I am of the 
opinion that all inflammations must have a 
definite cause somewhere, and the reason 
that we do not find it, just emphasizes our 
helplessness in many conditions which are 
obscure. 


The two most frequent bloodborne organ- 
isms of impertance, are the pneumococcus 
and the streptococcus, and Ruppanner says 
that these are the ones almost exclusively 
found in metastatic peritonitis. He thinks 
that tonsillitis is a very frequent cause. 


Statistics would seem to show that most 
cases of peritonitis of unknown origin are 
of the diffuse variety and in many instances 
are fatal. 


Unless the patient dies and comes to 
autopsy we have no manner or means of 
proving our diagnosis, hence I believe we 
should go very slowly in making our diag- 
nosis of a metastatic form. Even after an 





autopsy we may still be in error, because 
we have exhausted our resources is not yet 
proof positive that some condition some- 
where, has not been found. 


There are so many sources of infection 
in the abdominal cavity that it is hard to 
believe that a metastatic peritonitis occurs 
with any particular frequency, and this 
especially applies to the local condition, such 
as existed in these cases here reported. 


I am fully convinced that many times, 
especially about the cecum and terminal 
ileum, Jackson’s membrane plays an 
important part in the apparent inflamma- 
tory condition of the appendix and adjacent 
peritoneum, and the inflammation is not a 
true one, but is mistaken for a localized 
peritonitis. In these cases you will have 
pain and tenderness over the appendix re- 
gion and all the clinical signs of an appen- 
dicitis, excepting the muscular rigidity 
which should be present in all active inflam- 
mations at this point. In the diagnosis of 
acute appendicitis, tenderness without rig- 
idity, should cause the examiner to stop and 
ponder. 


The case of the little girl would not be 
conclusive evidence to me that she had an 
acute appendix, and the operation proved 
that she did not, neither would it have 
been proof that she had a_ metastatic 
inflammation. 


The blood and urinary findings would 
have thrown much light on the condition, 
as would have an examination of the chest 
and throat. In my opinion in small children 
with an acute abdomen we should, by all 
means, go over the chest very carefully, to 
exclude any pulmonary trouble. Many 
times children complain only of abdominal 
pain, and give all the evidences of an intra- 
abdominal condition, when an examination 
of the chest shows them to be suffering 
from pneumonia or a severe congestion of 
the lungs. This is readily explained when 
we know that the thoracic nerves serve 
the parietal peritoneum and the diaphragm 
at its junction with the chest walls. In the 
case of the little girl it would seem that a 
pyelitis might have been present. The post- 
operative course would indicate the removal 
of the appendix did not relieve the condition. 


The evidence presented in case two does 
not seem to me to be sufficient to warrant 
a diagnosis of a metastatic peritonitis. The 
post-operative course in this case does not 
appear to be such as we would expect fol- 
lowing a clean appendectomy, hence the 
cause for the symptoms must be sought for 
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elsewhere. In this case I would again sus- 
pect Jackson’s membrane which I am very 
sure could account for the condition, if 
present. 

I am of the opinion that we are all of us, 
too prone to jump at our diagnosis, especial- 
ly in the case of a lower right side pain, 
hence we are often abashed at the finding 
of a perfectly, or nearly normal appendix. 
Our examinations in this symptomatology 
are too limited, when they should be more 
carefully made, if we would avoid consider- 
able embarrassment in explaining away 
our mistake. 

Dr. Ralph V. Smith, Tulsa. 

The paper just read should serve to open 
a free discussion. Since the term idopathic 
peritonitis of the older clinicians has fallen 
into disuse, very little has been written of 
the many obscure peritonites, seemingly of 
unknown origin, but which we now know 
to be bacterial. In the absence of any of- 
fending adjacent organs they must come 
through one of two sources, the blood 
stream or lymphatics. 

When we consider the many distant in- 
fectious processes, such as infection of the 
bone marrow, or infectious endocarditis or 
pericarditis, or the hemitogenous kidney, 
it is not altogether unreasonable to believe 
the peritoneum should not become involved. 
There is no reason to think it should be 
immune. Yet because the peritoneum cov- 
ers so many hollow organs that are constant 
sources of infection, one is not justified in 
making diagnosis of hemitogenous peri- 
tonitis unless all possible chance for local 
infection is eliminated by the most careful 
clinical and laboratory methods. 

I know of no method whereby a differ- 
ential diagnosis between an acute appendi- 
citis and the condition described in the 
paper just read may be made. The Doctor 
was justified in opening the abdomen, but as 
stated by him, he may have overlooked a 
minute abscess that would act as a local 
foci. This is particularly true, as it is well 
known that there are more infectious or- 
ganisms in this part of the alimentary track 
than anywhere else. Very often a pin point 
perforation of a typhoid ulcer will cause a 
peritonitis with or without abscess, yet the 
typhoid be so mild as to be not recognized. 

The acute circumscribed peritonitis de- 
scribed by Palier as a new disease can be 
none other than the type of peritoneal in- 
volvement that has long been known to ac- 
company some cases of rheumatism and he 
is scarcely justified in calling it a new dis- 
ease. In his experience these cases succumb 


to the use of salicylates especially stron- 
tium salicylate. 

Robinowitz in American Journal of Medi- 
cal Science described eight casses of acute 
hemitogenous peritonitis in which he located 
the foci of infection in the mouth or naso- 
pharynx. (Altogether a safe bet in absence 
of any other new foci!) These cases were 
the more diffuse type and presented the 
same symptoms as any infectious peritonitis. 

The pneumococcic peritonitis may be 
eiher circumscribed or diffuse. These cases 
especially run high leucocyte count and high 
temperature. The parietal peritoneum is 
often involved in which case the abdomen 
will present a rather doughy feel rather 
than the hard board like abdomen. In this 
type, if diffuse, the treatment should be ex- 
pectant while in the localized cases opera- 
tion should be resorted to. 

In closing, I shall say that I believe a 
certain per cent of all cases of peritonitis 
are of hemitogenous origin but they should 
not be definitely said to be such until all 
other foci shall have been eliminated. 





PROPAGANDA FOR REFORM 


Council on Pharmacy and Chemistry American 
Medical Association 








Collosol Calcium.—E. E. Prest (Brit. Med. J., 
Jan. 14, 1922) recommended a new “collosol” 
brand of so-called colloidal calcium for the treat- 
ment of tuberculosis. T. C. Graves (Lancet, Nov. 
4, 1922) discussed “Colloidal Calcium in Mal- 
nutrition, Chronic Sepsis and Emotional Disturb- 
ances.” The publications of Prest and Graves 
serve as uncritical endorsements of another addi- 
tion to the Collosol preparations. The conclusions 
reached by Graves concerning the beneficial action 
in the treatment of “Emotional Disturbances” do 
not seem justified by the character of the evidence 
he presents. Such results as he reports are 
common experiences without the use of medication. 
There is no basis, either in theory or in the evi- 
dence presented, for administering a calcium salt 
in colloidal form; if advisable, soluble compounds 
of calcium such as the lactate and chlorid may be 
administered hypodermically. Thanks to the 
timely report of the Council on Pharmacy and 
Chemistry, the Collosol preparations are not being 
pushed in the United States though they are be- 
ing actively exploited in England. (Jour. A. M. 
A., Aug. 4, 1923, P. 409). 





Two More Electronic Diagnoses.—A physician 
reports that one of his patients became alarmed 
by a diagnosis of generalized carcinoma made by 
an osteopath who is a disciple of Albert Abrams. 
In order to test the diagnostic ability of this dis- 
ciple of Abrams the physician had the patient 
send the Abrams disciple a specimen of blood 
(which was taken from a young rooster who had 
been confined to his coop since birth) for diag- 
nosis. The diagnosis which was received showed 
syphilis, gonorrhea, generalized carcinoma, sar- 
coma of the spine, chronic malaria and diabetes. 
Another physician reports a diagnosis made by an 
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Abrams follower on a man who is working and 
by no means ready to die. The diagnosis showed 
“diminished resistance” (an Abrams euphonism 
for syphilis), “carcinoma of gall bladder,” “strep- 
.tococcus,” “sarcoma of both kidneys, right worse,” 
“tuberculosis both lungs, upper right and middle 
left,” “sarcoma,” “gall stones,” “malaria” and 
“pneumonia.” (Jour. A. M. A., Aug. 11, 1923, 
P. 493.) 





Tapeworm Remedies.—Oleoresin of aspidium 
and pelletierin tannate are the remedies of choice, 
the first being more popular. To give the rem- 
edies the best chance for action, the intestinal 
contents should be reduced as much as possible 
by restriction of solid food and evacuation before 
the treatment. On the morning of the treatment 
the patient should stay in bed and be given from 
6 to 8 gm. of oleoresin of aspidium divided into 
as many capsules in the course of 10 to 15 minutes. 
Two hours later a saline cathartic should be ad- 
ministered and repeated every two hours until 
thorough evacuation has been secured. (Jour. 
A. M. A., Aug. 11, 1923, p. 495.). 





The Chlorin Antiseptics—The essential attri- 
butes of Surgical Solution of Chlorinated Soda— 
N. N. R. is a definite but mild alkalinity, hyper- 
tonicity and presence of the correct amount of 
sodium hypochlorite. Because hypochlorite solu- 
tions are unstable and their active component is 
not available in solid form, chloramin-T, dichlora- 
min-T and halazone were evolved. The first two 
have been received as worth while additions to 
our materia medica. Because the three products 
contain their chlorin in its less stable modifica- 
tion, the composition and purity of these products 
have been watched by the A. M. A. Chemical 
Laboratory. Recently, P. N. Leech of this labora- 
tory reported on the quality of the market supply 
of American-made chloramin-T, dichloramin-T and 
halazone, which are described in New and Non- 
official Remedies. Out of eight specimens of 
chloramin-T, one was considerably substandard, 
two were slightly substandard and five were satis- 
factory. The chloramin-T tablets, chloramin-T 
pastes and an aromatic powder were satisfactory. 
Two out of four speciments of a surgical powder 
were markedly decomposed. All the specimens of 
Council-accepted dichloramin-T complied with the 
standards. Re-examination of specimens of the 
chloramin examined five years previously showed 
that chloramin-T and halazone are quite stable, 
but the dichloramin-T specimens had decomposed 
somewhat. Leech believes that both the hypo- 
chlorite preparations and the schloramins are ac- 
tive oxidizing agents because of the positively 
charged chlorin atom which they contain, and that 
their antiseptic action depends on this. He deter- 
mined that the oxidizing power of chloramin-T is 
much greater in neutral than in even slightly 
alkalin solutions. From this it is apparent that 
one strength of a solution of pure chloramin-T 
may be active as a germicide while a solution of 
the same strength containing sodium bicarbonate 
may be ineffective. (Jour. A. M. A., Aug. 19, 
1923, p. 581). 





Bismuth Preparations in Syphilis —The Council 
has issued a statement of the present status of 
bismuth preparations in the treatment of syphilis. 
In this report the history of the use of bismuth 
salts in the treatment of syphilis, the evidence of 
the value of bismuth salts as compared with mer- 





cury preparations and arsphenamine is considered 
and the dosage and danger of untoward effects 
are discussed. The statement of the Council con- 
cludes with the following summary: 

1. Bismuth preparations have a sufficient ex- 
perimental basis both for their favorable effects 
and limitations. The advantage consists in their 
distinct action on experimental syphilis. The limi- 
tations are clear, if one considers the dispropor- 
tion between the large dose, which is necessary to 
sterilize an animal, and the small dose, which can 
be tolerated by man. The available information 
appears to show that bismuth preparations will 
not cure syphilis, when used alone. 

2. Bismuth treatment is not usually injurious if 
the necessary precautions (observations for be- 
ginning stomatiti, examination of urine, etc.) are 
observed. Intravenous injection is to be strictly 
avoided. The therapeutic effect of bismuth is 
rated by the majority of authors between ars- 
phenamine and mercury. Bismuth compounds may 
be valuable in cases in which the patients are in- 
tolerant to the other drugs used in the treatment 
of syphilis or resistant to them, as shown by a 
persistent positive Wassermann reaction. (Jour. 
A. M. A., Aug. 25, 1923, p. 661). 





The Thyroid Hormone.—The fact that the iodin- 
bearing compound, thyroxin, which has been iso- 
lated from thyroid tissue, has a marked physio- 
logic potency has led many persons to speak of it 
offhand as the “active principle” of the thyroid 
glands. However, Reid Hunt has carried out tests 
which indicated that for certain functions at least, 
thyroxin shows less potency than an equivalent 
dose of iodin in the form of the entire thyroid 
gland. One is led to ask, whether the iodized pro- 
tein fragment represented by thyroxin retains all 
of the specific physiologic action of the real thy- 
roid hormone. Hektoen, Carlson and Schulhof 
report that they have detected the presence of a 
thyroid product, thyroglobulin, in the lymph issu- 
ing from the thyroid gland, but failed to detect 
the same protein in the blood stream. (Jour. 
A. M. A., Aug. 25, 1923, p. 665). 





Albargin Not Accepted for N. N. R.—The Coun- 
cil on Pharmacy and Chemistry declares Albargin 
inadmissible to New and Non-official Remedies 
because (1) it is an unessential modification of 
silver nitrate and (2) therapeutic claims made for 
it are unwarranted. Albargin is a product of the 
Farbwerke, vorm. Meister, Lucius and Bruening, 
Hoechst, A. M., Germany, marketed in the United 
States by the H. A. Metz Laboratories, New York. 
It is claimed to be a compound of silver nitrate 
with gelatose contaiinng 15 per cent. of silver. 
Albargin is claimed to combine the advantages of 
albumin compounds of silver and of silver nitrate. 
It is claimed to dialyze through animal membrane 
and, therefore, to possess far greater power than 
other albumin compounds of silver. It is claimed 
to produce neither irritation nor pain. The Coun- 
cil found that the silver of Albargin was not com- 
bined with the gelatose, but is in the same condi- 
tion as the silver of silver nitrate; that it does not 
dialyze through animal membrane and that its 
antiseptic value is the same as that of a silver 
nitrate solution of equal silver content. (Jour. 
A. M. A., Aug. 25, 1923, p. 677). 
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EDITORIAL 











TEACHING NURSING FUNDAMEN- 
TALS IN OUR SCHOOLS 


A few recent experiences, replicas of 
those experienced since things medical have 
engrossed the writer’s attention lead to the 
conclusion that a great deal of good could 
be accomplished in a relatively short time, 
say ten or less years, if a short system of 
the well known, tried fundamentals of nurs- 
ing could be taught for a few weeks, an 
hour a day during some term of the high 
school life. These experiences prompt the 
suggestion: A visit to a patient in a very 
modest little place, the place clean enough, 
the patient in the middle of the room, con- 








venient to the few stray whiffs of fresh 
air that might have been circulating. He 
was occasionally nauseated and vomiting 
and had been in that state for two days, no 
physician had been called, for they thought 
it would soon pass away. In the meantime 
the patient had suffered, suffered needless. 
ly and a great deal. His needs could have 
been supplied in the interim before the 
doctor’s final call and arrival on the scene 
by the simple substitution of small quan- 
tities of hot water instead of the copious 
drinks of ice water he had had, each of 
which induced more vomiting, and with that 
more pain, for he had a well pronounced 
gall-bladder infection. Not a vestige of 
cold, iced cloth was to be seen about his 
forehead or throat, though they are well 
known to those grounded only in the 
simplest tenets of nursing knowledge, nor 
had any such simple aides been called into 
service. A dose of epsom salts—the vilest 
of all things in his state—had been negoti- 
ated, the rebellious stomach at once reject- 
ed them, though as vile as they are, a part 
might have reached the intestine, below 
the rejection line and served as their intend- 
ed purpose had the people only been versed 
in the simplest fundamentals of home nurs- 


‘ing. Another case, almost a duplicate of 


the first, as to symptoms in the main at 
least, was seen that evening. The man had 
been ill two days, two physicians had seen 
him, and though he had a frank acute in- 
digestion, not secondary to anything, neither 
of them had thought that they were adding 
insult to injury in directing that his stom- 
ach be deluged with their various messes, 
sent down by the druggist for that pur- 
pose. Neither of them apparently had be- 
come acquainted with the timely and nec- 
essary efficacy of a well-timed hypodermic 
in such cases, so the man suffered on. He 
was, like the first case seen, accorded the 
same class of general mis-treatment as to 
home nursing. The same immense deluge 
of ice water, but none where it was needed, 
on his head, throat, neck and chest. One 
visit, accompanied by the carrying out of 
most childish instructions with an ounce 
prescription and a hypodermic sent the man 
who had needlessly suffered for two days, 
back to his work almost immediately. 
These things we do not like. We do not 
believe they are necessary at all. We be- 
lieve that thousands of people suffer un- 
necessarily simply because the people who 
crowd around them with every wish to help 
are themselves utterly helpless in devis- 
ing proper means to help the victim. It 
is admitted with humiliation that yet, not- 











1 oem ., 


~—_— Of a Ww 


a eh 


—_ 


ww Ww & 


Tye NU UCPC hrrlCUC rrOlUrUChmhCSC(<irOC DE lC Uhl 


i Se 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 337 





withstanding the great strides in medical 
improvement along every line, we have 
with us the physician, the physicians by 
the hundreds who know not what to do, 
for the very simple reason they have never 
grasped the full significance of cause and 
effect in these simple cases. We can only 
see one remedy for a part of the evil, and 
that lies in teaching a brief course to the 
high school girl, especially in the funda- 
mentals of nursing, she should not have 
the word “doctor” or “medicine” mentioned 
to her, but she should know why one vom- 
its, why the head aches, why there is diarr- 
hoea, and then what she has at hand, not 
medicine to combat them with. All this 
can be done in a few brief days of instruc- 
tion, much of it would “stick” to the end of 
her life and much human misery would be 
obviated. 





THE CLINIC SYSTEM—UP AND GOING 
STRONG 





Scene: A Chicago Great Western Pull- 
man car, Kansas City to St. Paul. Pas- 
sengers are up, packs are being closed, the 
porter busily brushing off the passengers 
preparatory to leaving the car at some 
point not yet within easy call of St. Paul by 
any means. The conductor passes through 
the car, returning to those who wish their 
tickets taken up that morning. He hesi- 
tated at the writer’s seat, “Do you wish to 
gf RS ee ” “No, why?” 
“Well, I didn’t know, most everybody wants 
to get off at that place in order to get over 
to the Mayo’s at Rochester, lots of people 
go there.” This episode, brief and apparent- 
ly harmless as it appears on the surface, 
gave the writer some food for thought. He 
could not help wondering, and especially so 
on being told that he was not the only one 
who had heard practically the same thing 
that morning. As one passenger, with un- 
usual perspicacity put it, “He seems to 
think everybody riding this train up in this 
direction wishes to get off and have some- 
thing cut out at Rochester.” Of course the 
very eminent gentlemen and their eminent 
associates at Rochester have nothing to do 
with this, nevertheless, it leaves a bad taste 
all around. It is said, speaking on the same 
subject, that some road running west out of 
Chicago has an evening or afternoon 
“Special” car, labelled “The Rochester 
Special” or the “Mayo Special” or words to 
that effect. We cannot refrain from sug- 
gesting a little improvement over this an- 
nouncement. Why not have on the tail 
end of this long line of luxuriousness, the 


legend, “Climb on here, get off at Roch- 
ester, go to bed when you get there, wake 
up an hour later, sans appendix, sans gall- 
bladder, sans prostate, sans everything.” 
It ought to create more business. for the 
enterprising passenger line. Evidently 
some passenger agent has been “asleep at 
the switch,” for he has overlooked a splen- 
did opportunity to do the great unlettered, 
uninformed public a great service, in- 
cidentally he will serve his Rochester 
friends in a fine manner by bringing to 
their net many patients of the pay high as 
you go class. Someone should awake that 
road to this lost but not yet too late 
opportunity. 





THE GREAT MAGNITUDE OF THE 
ROCKEFELLER FOUNDATION 
WORK 





A report of the expenditures and efforts 
of the Rockefeller Foundation “A Summary 
for the First Decade” just issued by author- 
ity of Dr. George E. Vincent, President of 
the Foundation, throws some light on the 
immensity of the work, little realized or 
appreciated by the uninitiated. 

Apparently no spot where help is needed 
which may be reached, even if superhuman 
discomforts are to be encountered, is ne- 
glected. Alberta has a wonderful medical 
building; Prague, Czechoslovakia has its 
work; the Phillippines ; Bangkok, Siam; the 
Peking Union Medical College. (This in- 
stitution really performed unbelievable feats 
in succoring the wounded in the recent 
battles in the environs of Peking); Soo- 
chow ; the Southeastern University (China) ; 
Gratz, Bohemia; London; the “Ubiquiteers 
of the School of Hygiene and Public Health, 
Johns Hopkins University; Ecuador; Cey- 
lon; Siam; the Mississippi negro; India, in 
fact no spot seems to have been neglected 
of effort and honorable mention for the 
work performed. Some idea of the vast- 
ness may be obtained on knowing that the 
decade May, 1913, to May, 1923, shows a 
cash expenditure of $18,188,838.00 for public 
health work alone. For medical education 
there was expended the sum of 
$24,716,859.00 ; for war work, $22,298,541.00; 
for biology, physics and chemistry, 
$5,678,599.00 and on miscellaneous matters, 
$4,503,123.00. The modest sum of $1,107,- 
174.00 was all that was requested to handle 
these vast sums. (Some of our Oklahoma 
office holders and spenders of the tax- 
payers’ money should take a glimpse at 
this report and harken to its lessons.) The 
total thus expended for the decade is 
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$76,757,040.00. All hail to Rockefeller and 
his great idea. Did he do like so many of 
our American idle rich, crawl off to some 
European resort and allow a suffering world 
to go hang? He did just the opposite. He 
is giving almost his total fortune, reserving 
a very modest amount for his personal 
needs only, as did Mr. Carnegie. It is a 
pity that others of that class, Mr. Henry 
Ford, for instance, who, so far has seen 
fit to build one puny hospital and that in 
Detroit for his own particular flock, can- 
not see what agents the Creator evidently 
intended they should be for the relief of 
human suffering. Comparisons are odious 
we know, but like Banquo’s Ghost, they 
will arise to confront us despite honest ef- 
fort to keep them in the background. The 
Rockefellers have gone into the darkest 
patches of Africa, set up laboratories, edu- 
cated the natives in every phase of disease 
prevention, cleaned up literally hundreds of 
thousands of acres of disease breeding 
swamps, sterilized millions of infected 
people, made yellow fever a thing to be list- 
ed with that of the past, made malaria an 
unknown disease, hookworm a stranger to 
thousands who had been rendered unfit by 
its ravages. In this, the keen and able 
executive ability of Dr. Vincent should not 
be overlooked. Perhaps no better agent 
could have been secured to have performed 
this great task and keep it on par with what 
its demands require. 





WATCH YOUR STEP 


The indictment of certain conditions set 
forth by the partial quotations printed be- 
low, from the August issue of the Illinois 
State Medical Journal, so well states the 
actual facts as they exist, not only in New 
York and Chicago, but in Oklahoma cities 
as well, that we cannot do better, if atten- 
tion is called to the matter, than reproduce 
it as the Illinois observer has stated it in 
his article. That the entire activities of 
many of the people handling unfortunate 
venereals is actuated, not by any real de- 
sire to benefit the victims, but merely to 
place themselves in the limelight, is a fact 
too well known to need repetition. These 
same “seli-sacrificers” will not turn a hand, 
on the contrary, they do callously see suf- 
fering all abount them, take no action 
whatever to alleviate it, unless and until, 
some nosey newspaper reported is on hand 
to “now watch me help this poor suffer- 
ing mortal.” 

“While the world war was on there un- 
doubtedly was a need for many drastic 
rules which were put into force by health 


authorities because the efficiency of the 
nation’s man power was at stake. The war 
is over, and now we should return as nearly 
as possible to normal. Certainly the con- 
stitution of the United State, which grants 
freedom from oppression to all should be 
lived up to, and oppressive health laws or 
health regulations that were put in force 
during the emergency should be rescinded 
or repealed.” 

“Too much stress is being put on the 
dangers of venereal diseases by health of- 
ficers who pay no attention to the time 
when the disease was contracted or whether 
it may be active or chronic at the time of 
examination. Especially is this true of 
syphilis. Many found to be suffering from 
this disease are not in an infective state, 
but are suffering from the end results of 
the disease rather than from the disease 
itself. I am‘ referring here to paresis, tabes, 
(locomotor ataxia) and to many of the late 
manifestations of syphilis.” 

“Too much credence is put into the Was- 
sermann or blood test. This test very 
frequently is not positive evidence that 
syphilis is present. Without positive clini- 
cal symptoms, and without a history of an 
initial lesion (chancre) the Wassermann 
blood test should be discounted and the pa- 
tient given the benefit of the doubt, with 
instructions to report from time to time 
for further going over and watching.” 

“It has long been the policy of those in 
charge of health department examining 
rooms to condemn as infected with syph- 
ilis those who show even the slightest de- 
gree of a positive Wassermann. I have 
frequently seen girls sent into Lawndale 
Hospital here from the Chicago Health De- 
partment on a “suggestive positive” with- 
out a single bit of clinical evidence of syph- 
ilis being present. A case with a four plus 
Wassermann without active lesions should 
not be quarantined, for a four plus may be 
found in those suffering from tertiary 
syphilis as well, as from the secondary type 
of this disease. The clinician examining 
these cases should under no circumstances, 
without determining first the stage of the 
disease, (syphilis) even think of quarantine.” 

“If every individual in the United States 
whose blood showed a syphilitic taint were 
put into forced quarantine, I greatly fear 
that the scandal created would quickly bring 
hasty minded health officials to their 
senses. Certainly lawmakers would fight 
to have repealed, laws that are inimical to 
social liberty. Syphilis and gonorrhea are 
too prevalent in society for society ever to 
give its free consent to the forcible quar- 
antining of all its members found infected. 
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“Unfortunately, the ‘infected woman’ 
who has been found out because of her 
error becomes the prey of many anti-social 
beings who are more bent on exposing sin 
than they are in punishing it. This poor 
creature of the streets becomes the bait 
which lawmakers and health officers offer 
for publicity which they mistake for fame. 

“Morals courts everywhere are taking 
their toll in fines from misguided girls who 
had been given a chance for their ‘white al- 
ley,’ might have come back to become splen- 
did women. The fining and punishing of 
prostitutes by judges is theid way of salving 
the consciences of a morbid society which 
says ‘punish those foolish enough to be 
caught.’ In other words, the fines collected 
are licenses to practice prostitution. The 
courts would be horrified at such a state- 
ment. I am not inclined to withdraw it for 
the reason that hundreds of those fined re- 
peat their offense and are arrested again 
and again. This fining occurs time after time 
with the same women. Rarely are the 
‘quick’ women who infest all of the large 
hotels over the country ever arrested. Nor 
are the kept women whose numbers are 
legion, ever disturbed. 

“I know of no more vicious institution in 
the country than that institution known as 
the ‘Morals Court.” One Chicago judge, 
realizing the hopelessness of those brought 
before him and his own helplessness, com- 
mitted suicide rather than function further 
in the Chicago Morals Court. 

“In Chicago the Morals Court functions 
because of an apathetic society. If Chicago 
citizens knew a part of the real truth of 
the indignities heaped on the heads of fe- 
male offenders arrested for alleged sex of- 
fenses, they would demand that the court 
as at present organized be done away with 
or at least that its functions be limited. 
Every morning young girls (first offenders) 
are found herded with groups of old timers 
whose very presence is demoralizing, being 
led to that hell hole of iniquity, the Morals 
Court examining room run by the Chicago 
Health Department. Before reaching this 
room these same girls are led with hard- 
ened characters after a night in jail, having 
been forbidden bond or the privilege of com- 
municating with friends, through a crowd 
of :pimps, macques, curiosity seekers, et al, 
who congregate at the La Salle Street en- 
trance of the City Hall to view this deject- 
ed group as it is taken from the patrol 
wagon to the elevator under heavy police 
guard to the seventh floor of the City Hall. 
After examination, mind you, before trial, 
the procession again begins its sad journey 
to the Morals Court, to again have further 
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indignities heaped upon it, by curiosity 
seekers and court hangers-on whose only 
occupation seems that of preying on the 
sorrows of others. These human vampires 
who infest the courts take insane delight 
in listening to the tales of the girls them- 
selves and to the abuse of the Health De- 
partment law clerk whose duty it is to see 
that nobody goes unpunished, and who 
argues that all be sent to the Contagious 
Disease Hospital. Law clerks of this type 
are to be found in nearly every Morals 
Court and are sadistically inclined in that 
they view with insane delight the suffering 
of others and enjoy inflicting it. Late in 
the afternoon marks the trip in a patrol 
wagon to the Chicago Contagious Hospital 
under the control of the Health Depart- 
ment, THE GREATEST SCHOOL FOR 
PROSTITUTES IN CHICAGO, where first 
offenders are compelled to associate with 
old timers and to learn from them how to 
make further progress on the road of social 


- iniquity. 


“There is no such thing as attempting the 
rehabilitation of sex offenders at this hos- 
pital. The women are there for the time 
being in prison. The Contagious Disease 
Hospital is Chicago’s second bridewell. 
Many estimable women have made numer- 
ous attempts to help the women confined 
there but without success. Women sex of- 
fenders are not allowed to see their friends 
except through heavy plate glass windows 
nor are they allowed to converse with them 
except in this way. Women with active 
gonorrhea and active syphilis are herded 
with those whose infection is chronic, thus 
rendering absurd the dictum of quarantine, 
which says that those found actively infec- 
tious or contagious shall not come in con- 
tact with those not suffering from an active 
or contagious disease stage of a disease. 
It is a well known fact that one case of 
gonorrhea does not confer immunity against 
the chances for further infection. This is 
also true of syphilis, for many cases of a 
new infection have been reported. 

“Women are being discriminated against. 
They are being held while their male part- 
ners are allowed to go scot free and to 
continue on the rosy path which leads in 
so many instances to further destruction of 
others. Men known to be infected and to 
be in a highly contagious stage of either 
syphilis or gonorrhea are dismissed with 
instructions to visit a physician or a clinic. 
It is a well known fact that they continue 
to seek the company of women and thus 
spread their infection to many. Rarely are 
they watched nor is any special attention 
paid to them. They go on, their disease 
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spreading orgy unhindered. Men are the 
conveyors of venereal diseases thus making 
misguided women their spreaders. Truly 
does the woman of the streets become a 
type of social avenger, worse by far than 
the gun carrier. Once she realizes that the 
hand of all mankind is turned against her, 
at that moment begins her desire for 
revenge.” 

“You ask me, ‘Have I a solution?’ Yes. 
Change the whole order of things as they 
are at present constituted in society. Teach 
men to view women as potential mothers 
rather than as potential prostitutes as is the 
vogue at present. Teach women to regard 
their bodies as being holy and not for de- 
filement. Teach both sexes to regard them- 
selves as future progenitors of a race that 
will live up to a moral code which will 
teach that the body is too sacred to be pro- 
faned. Teach children the truth about 
themselves. 

“There is nothing wrong in teaching a 
child the source of its being and in teach- 
ing it respect for that source. Parents can- 
not begin too early in this teaching. Sex 
consciousness comes with the asking of 
the question ‘Mother, where did I come 
from, who made me?’ This fact should be 
realized by parents who so persistently re- 
fuse to answer their children’s questions 
concerning the origin of life. By teaching 
children when very young and thus grati- 
fying their desire tor wholesome truths 
about their source of being is for parents 
to lay up for themselves a treasure to be 
spent at some future time. Children prop- 
erly instructed are wise—no wise person 
ever seeks its own damnation. 

“Girls and boys go wrong because of ig- 
norance, rarely do they fall into social error 
if they possess a full knowledge of them- 
selves. This fact must be learned if par- 
ents are to expect the best from their 
progeny. 

“To sum up: Repeal vicious war time 
health laws; check up on the actions of 
lawmakers, in other words, curb their wild 
tendency to seek legislation for everything ; 
curtail the authority of the Morals Court, 
or else abandon it; stop the humiliation of 
hundreds of women by those who have their 
prosecution for alleged moral offenses in 
hand, and who are employed solely to de- 
feat the aims of justice; force parents to 
begin instruction of their children early, in 
order that they may grow up feeling that 
their actions in life are divinely directed, 
and that they have a place in the world to 
fill. To follow out, this summing up means 
labor and yet it is worth while for what is 
finer than to watch properly directed youth 














work out its destiny? In closing, let me 
utter a word of warning to my friends in 
the profession: 


“Every time a health officer has a brain 
storm he rushes immediately to his local 
city council or to the state legislature to 
have a law passed. If this keeps up much 
longer those who sneeze in the confines of 
their own rooms will be compelled to make 
a report of the sneeze to a health officer. 
The medical profession is in a state of 
lethargy. If it is not careful it will not be 
long before it will find itself strangled by 
those whose only conception of govern- 
ment is the passing of laws intended to lim- 
it the scope of its actions. Our system of 
government is fast becoming too paternal- 
istic . There is too much tendency on the 
part of many to place .all health control 
measures under state or federal govern- 
ment control. It is hoped that the medical 
profession will wake up before it is too late.” 





To County Secretaries: 
Dear Doctor: 


At a meeting of the Council, held at Tulsa, 
July 27, I was instructed to advise you of certain 
parts of its transactions, and that you be requested 
to read the same at your first fall meeting. 


The parts of the resolution to which it is de- 
sired you call the attention of your members reads 
as follows: 


“Whereas; There have recently appeared in 
the lay press illustrated write-ups of some of 
the members of this Association, and; 
Whereas; The purport of these articles is to 
say ‘Who’s Who’ in Oklahoma medicine, 


Therefore; be it resolved; By the Council 
of the Oklahoma State Medical Association 
that these articles are not consistent with 
ethical medicine, and the best interests and 
high standards of our profession and savor 
too closely of paid advertising, and, 


Be it further resolved; That the Council is 
not in accord with this action of the mem- 
bers who have countenanced these articles 
for publication, and in the future members 
shall refrain from any newspaper notoriety 
which savors of impropriety.” 


It was directed that copies of this resolution, 
with certain names and obvious features deleted, 
be mailed to the people concerned and to the vari- 
ous county societies, to be read at their earliest 
meetings; this, to prevent repetition of the prac- 
tices under consideration. 

Fraternally yours, 
C. A. Thompson, 
Secretary, Treasurer, Editor. 
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REPORT OF THE SAN FRANCISCO MEETING. 
—Dr. W. Albert Cook, Tulsa, Oklahoma. 





Arriving in San Francisco Sunday morning, the 
day before the convention formally opened, I 
found in my mail an invitation from Dr. W. E. 
Musgrave, chairman of the California Committee, 
requesting my presence at his home at two-thirty 
that afternoon at an informal social gathering of 
national and state officers and committee mem- 
bers interested in the success of the seventy-fourth 
annual convention. This meeting was fairly well 
attended, although it was a little early for a large 
attendance as only a small number had arrived at 
this time. 


Dr. Muserave proved a very efficient chairman, 
and with his able assistants, left nothing undone 
in the way of social and scientific entertainment— 
in fact there was so much doing that the days 
were too short to take in more than half of what 
was going on. 


Morday morning at ten A. M. the House of 
Delegates was called to order with sixty-nine dele- 
gates present in person, two of whom were your 
delegates, and Drs. Claude Thompson and E. S. 
Lain came in shortly. The credential committee 
were the only ones who did anything the first 
day and they were quite busy in the morning 
session as well as the afternoon session. 


At the afternoon session the chairman announced 
his Reference Committees and Oklahoma was rec- 
ognized as the writer was named on the Com- 
mittee of Medical Education which is composed of 
the following members: 

F. B. Lund, Chairman.......... Massachusetts 
Frederick Epplen.................... Washington 
Randolph Winslow........................Maryiand 
Cornelius Van Swalenburg........ California 
W. Albert Cook.............. shibicsbcadl Oklahoma 


Monday night I had the honor of attending a 
banquet given at the Bohemian Club by the Oph- 
thalmologists of San Francisco in honor of the 
president, Dr. George de Schweinitz. 


The business transacted by the House of Dele- 
gates has been so fully reported in the Journal 
that it is unnecessary for me to go into details, and 
the Association was very fortunate in getting a 
man like Olin West to take the place of the de- 
ceased secretary, Dr. Alexander R. Craig. 


The Volstead Act came up at different times, 
but the excellent chairman of the House, Dr. 
Warnshuis, very promptly referred it to the Com- 
mittee on Miscellaneous Business where it died 
a natural death as it was not thought best for the 
Association to go on record for or against liquor 
as there has been some unfavorable criticism of 
the actions of some members of the prefession who 
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have over stepped the bounds of their profession 
in issuing prescriptions indiscriminately for aico- 
holic liquors. 


The writer had the privilege of representing our 
State at the 1915 session of the A. M. A. which 
was also held in San Francisco at which time 
the civic auditorium had just been completed and 
it was such an ideal meeting place that I think it 
had much to do in getting the recent meeting 
there. This auditorium is so arranged that the 
exhibits were all on the main floor and the sec- 
tional meetings were provided for by numerous 
rooms throughout the building, which made it very 
convenient to have the House of Delegates, all 
committees, all sections and exhibits under one 
roof and this being close to the business center 
of the city. 


The open meeting Tuesday evening was very 
largely attended and the address of welcome by 
supervisor Ralph McLeran who represented the 
Mayor, was very hospitable and concise and as- 
sured us that the whole city entered into the spirit 
of entertaining us while we were there. 


Dr. Brainerd, president of the California State 
Association, 1922, and Dr. Edwards, president in 
1923, gave short addresses of welcome showing 
us that the profession of California would leave 
no stone unturned to make our visit a memorable 
one, after which the president elect, Dr. Ray Lyman 
Wilbur, was introduced by the retiring president, 
Dr. de Schweinitz, who delivered an address on 
“Human Welfare and Modern Medicine” which, 
was very practical and mutually interesting to the 
profession as well as the laymen who were pres- 
ent in large numbers. The address of president 
Wilbur was printed in the last issue of the Jour- 
nal in June so any of you who have not read it 
and care to do so can easily find it. 


The president’s reception at the Fairmont Hotel 
was the real social function of the Meeting as three 
ball rooms were filled with beautiful women, 
adorned with precious jewels. 


The next three days were devoted to sectional 
work, except the closing session of the House of 
Delegates which occurrd Thursday, and the prin- 
cipal business performed at this session was the 
election of officers and the 1924 meeting place. 
Dr. W. A. Pusey of Chicago, who was elected 
president is very popular among the profession 
and a very congenial companion on the golf course, 
so I am sure he will fill the office very satisfac- 
torily to all members. Dr. Lain invited the As- 
sociation to meet in Oklahoma City but with the 
support of Dr. Byrum we were unable to secure 
the meeting as it was voted to go to Chicago. 


The golf tournament held the day after the 
close of the meeting was a great success, and 
great credit is due to Dr. “Jimmy” Eaves who, be- 
sides being a successful surgeon and a par golfer, 
is also a prince of good fellows. 

A larger number of members were accompanied 
by their families this year than usual and many 
remained to enjoy the delightful climate of the 
Pacific Coast and all returned praising the pro- 
fession of California and the officers of the As- 
sociation for the most successful meeting ever 
held. 
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Editorial Notes —Personal and General 








DR. R. F. TERRELL, Stigler, is spending a vaca- 
tion in Colorado. 


DR. W. A. LYNOTT, Bartlesville, is visiting the 
clinics at Chicago. 


DR. J. T. BARB, formerly at Norman, has re- 
moved to Roby, Texas. 


DR. J. S. HOUSEWORTH, Guthrie, has moved 
to Hollywood, California. 


DR. MARY RAY, Bartlesville, visited Colorado 
in August and September. 


DR. F. B. FITE and family, Muskogee, visited 
Colorado points in August. 


DR. A. L. STOCKS, Muskogee, has returned 
from a visit to London and Paris. 


DR. J. W. ADAMS, Chandler, and family have 
returned from a summer vacation. 


DR. FRED S. CLINTON, Tulsa, has returned 
from a vacation spent in Colorado. 


DR. A. V. EMMERSON, Tulsa, and family are 
touring in Colorado and the North. 


DR. and MRS. A. C. HIRSHFIELD, Oklahoma 
City, spent their vacation in Colorado. 


DR. J. B. HIX, formerly of Altus, Oklahoma, 
has opened an office in Oklahoma City. 


DR. G. E. STANBRO, Pawhuska, has returned 
from a post graduate course at Chicago. 


DR. E. A. ROWLAND, Norman, left for an ex- 
tended visit with relatives in Mississippi. 


DR. C. O. GINGLES, Carmen, has recently lo- 
cated there, having moved from Kentucky. 












































DR. FRED LOE, Helena, is also a new inem- 
ber, who has recently moved to Oklahoma. 





DR. J. L. DAY, Norman, is planning a new two 
story brick colonial residence, to be built soon. 





DR. T. S. WILLIAMS, Stillwell, visited Tennes- 
see and Kentucky points in August and September. 





DR. and MRS. TOM LOWERY, Oklahoma City, 
came home from a two months’ trip in Colorado. 





DR. A. C. BYARS, at present in California, is 
returning to make his residence at Wilburton 
again. 





DR. CARL J. PUCKETT, Pryor, has returned 
from a profitable time attending the clinics at 
Chicago. 





DR. and MRS. J. R. McKIRAHAN, Picher, have 
returned from a two weeks’ vacation spent in 
Missouri. 





DR. and MRS. C. H. McBURNEY, Clinton, have 
returned from an auto trip to the California coast 
and Canada. 








DR. L. B. FOSTER, Walters, and family returned 
from a two weeks’ auto trip to Colorado Springs 
and Manitou. 


DR. W. E. DIXON, Oklahoma City, is back 
from a few weeks vacation spent with Mrs. Dixon 
at Estes Park. 


DR. and MRS. A. W. WHITE, Oklahoma City, 
have returned from a trip to Chicago and the 
Northern Lakes. 


DR. and MRS. H. COULTER TODD, Oklahoma 
City, have returned from an extended summer trip 
and vacation in Canada. 


DRS. FENTON SANGER and WINNIE M. 
SANGER, Oklahoma City, returned recently from 
a motor trip to Colorado. 


DR. J. H. PERKINS, Wewoka, and family, re- 
turned from a long vacation trip spent by them in 
Montana, Nebraska and Idaho. 




















SCHOOL OF MEDICINE, University of Okla- 
homa. Enrollment for the first year of the School 
of Medicine is reported closed. 


DR. and MRS. W. H. AARON, Pawhuska, re- 
turned recently from Kansas City where Dr. 
Aaron had been for two weeks. 


DR. W. M. MARTIN, Fort Worth, Texas, died 
suddenly of apoplexy August 28 at Enid, while 
visiting there to deliver lectures. 


DR. RICHARD SOUTAR, recently an interne 
at the University Hospital, Oklahoma City, has 
been appointed college physician. 


DR. J. V. HARDY, Medford, accompanied by 
Dr. J. R. Swank, Enid, are devoting three weeks 
to attendance at the Mayo Clinics. 


DR. and MRS. G. S. BAXTER, and DR. and 
MRS. W. C. BRADFORD have returned from a 
two weeks’ vacation trip in Arkansas. 




















DR. MELVIN FRY, Slick, has sold his practice 
there and spent a month in the East, preparatory 
to locating at Wewoka or Holdenville. 


DR. G. F. BORDER, Mangum, attended the 
national meeting last month of the Rock Island 
Surgeons and Physicians at Kansas City. 





DR. and MRS. J. W. ADAMS, Chandler, re- 
turned recently from a vacation trip to the East; 
Dr. Adams attending the clinics in Chicago. 

DR. M. W. BUCHANAN, Watonga, has been 
appointed County Health Officer for Blaine 
County September 4, vice Dr. W. W. Gill, resigned. 





DR. ROSCOE WALKER and family, Pawhuska, 
returned home after enjoying an extended vaca- 
tion in Minnesota; Dr. Walker attending the clin- 
ics there. 





DR. and MRS. H. A. CONGER, Duncan, re- 
turned recently from a three months’ trip to Cali- 
fornia, which included an experience with an 
earthquake. 





DR. and MRS. HARRY D. MURDOCK, Tulsa, 
who have been making an extended motor trip 

















through Mexico, California and the Northwest, 
returned home recently. 


DR. and MRS. A. M. SHERBURNE, Cordell, 
have returned from an extended tour of the North- 
west and British Columbia, stopping at Frisco to 
attend the A. M. A. convention. 


CENTRALIA, OKLAHOMA is reported to be 
without a doctor, and claims that the town and 
community can well support a good physician; the 
former doctor having practiced there for 25 years. 








DR. J. M. PEMBERTON, Okemah, is attending 
the University Hospital at Oklahoma City, as as- 
sistant to Dr. Wallace, professor of Urology, 
where he will remain for the next two or three 
months. 


DR. GREGORY E. STANBRO, Pawhuska, left 
recently for Rochester, Minnesota, where he will 
meet his father, also a physician, where both will 
attend the clinics. Before returning Dr. Stanbro 
will also attend the clinics in Chicago. 





CAPT. M. Q. HOWARD, M. C., Oklahoma City, 
refutes the newspaper statement charging that 
military captives of the Oklahoma National Guard 
forces held prisoner at Tulsa are being ill-treated 
in the matter of food. Capt. Howard says the 
prisoners are receiving “exactly the same food 
cooked by the same cooks and served in the same 
place at the same time as the officers.” Some 
succinct statement, we calls that. 





OKMULGEE WAITRESSES “flew the coop” 
when it came to facing certain examination re- 
quired by that city’s ordinances. Rather than be 
weighed in the balances and found wanting they 
resorted to the simple expedient of moving to 
Muskogee, Tulsa, Sapulpa and other nearby cities. 
The suggestion that here is a good field for some 
executive who really wishes to perform a good 
service to the people of Oklahoma, will not down. 
If I were Czar, well. 





DOCTOR CHARLES B. BARKER 





After a two weeks’ illness of typhoid, 
from which it was believed he was recover- 
ing, Dr. Charles Barker passed away at the 
hospital at Guthrie on August 27th. Dr. 
Barker was born in 1884, and a graduate of 
the Chicago College of Medicine and Sur- 
gery in 1912; he was licensed to practice his 
profession in Oklahoma in 1913, and has 
been for a. long time a resident of Guthrie, 
specializing in eye, ear, nose and throat. 
He was very active in behalf of children, 
having lately performed over fifty operations 
for the removal of tonsils upon the school. 
children of Perry, in behalf of the Red 
Cross. Dr. Barker leaves a wife, who is 
also a practicing physician of Guthrie. 

Dr. Barker was a Fellow of the American 
Medical Association, the American Academy 
of Ophthalmology and Oto-Laryngology, and 
a member of his state and county Medical 
Society. He was held in high esteem among 
his fellow physicians at Guthrie, as well as 
by his friends and neighbors, and his loss 
will be distinctly felt by the citizens of 
Guthrie. 
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DOCTOR JAMES MADISON WORKMAN 





Died at Woodward, Oklahoma, his home 
for the past thirty years, Dr. James M. 
Workman, on August 27, 1923, and for many 
years a prominent physician of the state. 
Dr. Workman was several times President 
of his County Society, and was Councilor 
for his district. He was an active member 
of his organization and held in the highest 
esteem by his neighbors and friends. He 
held membership in the A. O. W. W. and the 
K. P. and was for a great many years sur- 
geon for the A. T. & S. F. Railroad. Many 
physicians from the surrounding country 
attended the funeral and his County Society 
attended in a body. 

Dr. Workman was born of Pennsylvania 
ancestry, at Knobnoster, Missouri, on tne 
27th of January, 1857, where he attended 
school, graduating from Missouri Medical 
College in 1879. He practiced his profession 
for a few years in his home town, later 
moving to Indian Battleground and to Colo- 
rado Springs. He came to Oklahoma in 
1893, being licensed on June 7, 1894, where 
he has since continued to practice. Dr. 
Workman is survived by his wife, Mrs. 
Sarah W. Workman, and by two sons and 
a nephew who is Dr. Ralph Workman. 











BOOK REVIEWS 











BEDSIDE EXAMINATION. A Clinical Guide 
by Drs. H. Elias Dozent and Assistant at the First 
Medical Clinic of the University of Vienna; N. 
Jagic, Extraordinary Professor and Chief Physi- 
cian to the Sofenspital, Vienna; and A. Luger 
Dozent and Assistant at the Second Medical Clin- 
ic of the University of Vienna. Arranged and 
translated by Wm. A. Brams, M. D., Adjunct in 
Medicine, Michael Reese Hospital, etc., Chicago. 
Cloth, 135 pages. Price $1.50. 

This compact little work is arranged by skilled 
clinicians with a view of giving the practitioner 
a handy guide and aid toward the complete exam- 
ination of his patient. It may be said to be well 
timed, and if we accept as a fact that we do over- 
look maay features in examination of patients 
unless we have arranged a system of examination, 
which permits the overlooking of no_ salient 
feature. 





CHEMISTRY FOR NURSES. A Text-Book of 
Chemistry for Nurses by Fredus N. Peters, A. M., 
Ph. D., Author of Experimental Chemistry; Lab- 
oratory Experiment; Applied Chemistry, etc., 
formerly Professor of Chemistry and Director of 
Laboratories, Kansas City College of Pharmacy; 
Professor of Organic Chemistry Hahnemann Medi- 
cal College, Director of Laboratories and Profes- 
sor of Chemistry and Metallurgy, Kansas City Den- 
tal College; Instructor in Chemistry in Kansas 
City Central High School for 23 years; more rec- 
ently vice-principal. Cloth 302 pages. Illustrated. 
Second Edition, 1923. Price $2.50. C. V. Mosby 
Company. 





PRINCIPLES OF BACTERIOLOGY. By Ar- 
thur A. Eisenberg, A. B., M. D., Director of Lab- 
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oratories, St. John’s Hospital; Pathologist to Lake- 
wood Hospital; Serologist to St. Ann’s Hospital, 
Cleveland; Director of Laboratories, Mercy Hos- 
pital, (Canton, Ohio), Member Society of Ameri- 
can Bacteriologists. Second Edition. Cloth. II- 
lustrated, 214 pages. Price $2.25, 1923. C. V. 
Mosby Company. 





OBSTETRICS FOR NURSES. By Charles B. 
Reed, M. D., Obstetrician to Wesley Memorial Hos- 
pital, Chicago. One hunderd and forty-four illus- 
trations, including two color plates. Cloth 399 
pages. Price $3.50, 1923. C. V. Mosby Company. 

The author of this work says: “It might seem 
that an apology was necessary for presenting a 
new textbook on obstetrics for nurses when so 
many are to be had for the asking. But when a 
teacher is rarely or never satisfied with his own 
work it is too much to expect that he will ever 
fully endorse the product of another.” With the 
idea in mind that possibly something has been left 
unsaid, the author endeavors to state the nurses 
problems from his viewpoint, and he has done a 
good piece of work in the attempt. However, it 
seems to the writer that inclusion of such special- 
ties as bacteriology, that is, color plates on that 
matter, is not necessary in a work for the use of 
nurses. If the subject was one with which nurses 
ordinarily came in contact, all good and well, but, 
as a matter of actual experience we know that 
they rarely, if ever, are called upon to do any sort 
of bacteriological work, so to that extent the book 
is redundant material. However, the fine arrange- 
ment of the text, the illustrations, etc., otherwise 
go far to excuse the inclusion of what one may 
think might be left out. 





GENERAL MEDICINE. Of the Practicai Medi- 
cine Series, comprising eight volumes on the year’s 
progress in Medicine and Surgery. Under the 
General Editorial Charge of Charles L. Mix, A. M., 
M. D. Vol. 1, General Medicine, Edited by George 
H. Weaver, M.D., et al. Series 1923, price not 
stated, illustrated, pp. 678. Chicago, the Year 
‘Book Publishers, 1923. 








EYE, EAR, NOSE. AND THROAT 
Edited by Jas. C. Braswell, M. D. 
726 Mayo Bldg., Tulsa 











FACTORS OF SAFETY IN THE OPERATION 
FOR CATARACT.—Green, J., J. Missouri State 
M. Assn., 1923, xx, 83. 





The author thinks that the so cdlled extracap- 
sular operation for cataract is incomplete as it 
leaves a varying amount of lenticular matter. If 
the cortical matter is of the “sticky” variety, it 
may give rise to iritis or iridocyclitis, possibly re- 
sulting in a closed pupil or glaucoma. 

The intracapsular operation of Smith of India 
is not always successful. A recent questionnaire 
to the people in St. Louis operated upon by Smith 
showed that 56 per cent have moderate to good 
vision, while in 44 per cent the operation failed. 


The author thinks that it is necessary to restore 
the patient to as near normal condition as possible 
due to the fact that high blood pressure, glycosuria 
and albuminuria frequently affect the general 


condition to such an extent that it is detrimental 
to the patient undergoing any operative procedure. 
It is essential to get such people out of bed fol- 
lowing a cataract operation as soon as possible. 
In cases of active syphilis the operation should be 
avoided. 

Preliminary iridectomy performed four to eight 
weeks previous to the removal of the lens will 
simplify the extraction, and may hasten the 
maturation of an unripe lens, and will lessen the 
danger of postoperative iritis. 

Squeezing is best avoided by using a speculum 
instead of lid retractors, by injecting one per cent 
of novocaine under the conjunctiva ten minutes 
before the incision, by giving a sedative enema 
one hour before the operation, and by avoiding 
nervousness or haste in the presence of the pa- 
tient. Irrigation of the anterior chamber to wash 
out remnants of the cortex is indicated except in 
the case of a known fluid vitreous or the presen- 
tation of vitreous. 


A binocular bandage re-enforced by a mask 
should be left in place for seventy-two hours. 
At the time of first inspection a one per cent 
atropie and five per cent protargol solution should 
be instilled in the eye. On the fifth day the un- 
operated eye may be left uncovered, and on the 
tenth day the patient may be discharged from the 
hospital. 





THE PRESENTATION OF A THEORY EXPLAIN. 
ING A PHASE OF TINNITUS AURIUM.— 
ge A. Lathrop, Laryngoscope, 1923, xxxiii, 





Tinnitus aurium is a very common subjective 
symptom of abnormal sound perception in pa- 
tients suffering from aural disturbances. It may 
be caused as the result of irritation such as ceru- 
men, insects and foreign substances. Infection 
and prologed stimulation of the labyrinthine cells 
are other common causes. 

In a large group of cases there is a slight to 
a marked loss of hearing associated with tinnitus 
without any known cause or pathological defect 
in the ear to account for the complaint. The 
theory of this condition is explained as follows: 


Normally the air pressure in the external audi- 
tory canal and. in the middle ear is the same. The 
drum membrane, the articulation of the ossicles, 
the membranous attachment of the foot of the 
stapes in the oval window and the membrane fill- 
ing the round window are freely movable and 
respond to the slightest vibration. The tensor 
tympani and stapedius muscles keep this ossicular 
chain in perfect equilibrium. Under these condi- 
tions there will be no stimulation reaching the 
labyrinth except from vibrations acting on the 
drum membrane. 

When, however, pathological conditions super- 
vene and cause a displacement of the tympanic 
membrane, ossicles and ligaments, or any adhe- 
sions form involving the sound conducting appa- 
ratus, an abnormal position of the tensor tympani 
and stapedius muscle must result and the normal 
balance is destroyed and an abnormal pressure is 
brought to bear on the intra-labyrinthine fluid. 
Any pressure on the labyrinthine fluid will pro- 
duce the sensation of sound same as pressure on 
the vitreous humor of the eye will produce an 
abnormal sensation of light, but in the labyrinth 
a constant pressure cannot be maintained because 
some of the fluid can escape through the aque- 
ductus vestibuli and restore the normal pressure; 
therefore, other reasons must be found to explain 





orig 
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a continued stimulation. Stimulation may persist 
as the result of adhesions about the foot plate 
of the stapes. 





THE WARING SUCTION TONSILLECTOMY.— 
J. B. H. WARING, Laryngoscope, xxxiii, 1923, 
587. 





The author briefly reviews several methods used 
in the removal of tonsils and describes in detail 
the Waring Suction Tonsillectomy. This method 
can be used in local as well as general work. The 
author claims that the method is safe, simple and 
an expert can do better, cleaner and more rapid 
enucleations by this method. 

The technique is as follows: A glass suction 
tube modified after the Hurd glass suction tube 
and now called the Waring tonsil suction tube is 
placed over the tonsil between the pillars. Suc- 
tion is turned on and the tonsil is drawn out of 
its bed by suction. A snare, preferably the Beck- 
Pierce model is passed over the suction tip and 
behind the tonsil and the tonsil is slowly or 
rapidly enucleated. 

The author claims that this method is applicable 
to all types of tonsils but will demonstrate its 
superiority in small children, where the field of 
operation is constricted and especially on the small, 
deeply buried or badly adherent tonsils. 





THE END-RESULTS OF RADICAL OPERA- 
TIONS ON THE ACCESSORY SINUSES.—Ann. 
Otol., Rhinol. & Laryngol., Skillern, R. H., 1923, 
xxxii, 139. 





The sequelae of radical operations on the frontal 
sinus may be: (1) Persistence of pain; (2) hemi- 
anaesthesia of the brow and scalp; (3) persistence 
of discharge; (4) neuralgia about the cicatrix; 
(5) diplopia; or epiphora. 

Radical operations on the maxillary sinus are 
seldom followed by unpleasant after effects if the 
operator is thoroughly familiar with the anatomy 
of the sinus. After effects such as anaesthesia of 
the upper lip, permanent fistula in the mouth and 
excessive dryness of the nose on the affected side 
may follow an operation of the maxillary sinus. 

Radical operations on the ethmoid labyrinth may 
be followed by the continuance of the discharge 
and pain; partial occlusion of the nostril; or 
ocular symptoms which were not present previous 
to the operation. 

The author thinks that in cases of disease of 
the ethmoid labyrinth that it is best not to try to 
affect a cure in one operation, and that the middle 
turbinate should be removed in a preliminary 
operation to allow better aeration and drainage 
and a more careful study of the labyrinth. Ex- 
perience teaches that radical operations upon the 
accessory sinuses does not always mean radical 
cures. 








ORTHOPAEDIC SURGERY 
Edited by Earl D. McBride, M. D. 
1006 First Nat'l. Bank Bldg. Oklahoma City 


1. SPINAL AFFECTIONS. 

NON-SPINAL PSOAS ABSCESS.—Wm. Baer, 
Geo. Bennett, Wm. Nachlas. The Journal of 
Bone and Joint Surgery, July 1923. 








The object of this article is to point out that 
all psoas abscesses are not necessarily of spinal 
origin. 


The etiology may be due to a suppurative myo- 
sitis of the posterior abdominal wall, as the re- 
sult of a metastatic infection or infected hema- 
toma following trauma. Infection of the solid 
viscera can likewise be responsible. It followed 
infection of the internal genitalia after operation 
in one of their cases. Lymphadinitis may occur 
in this region the same as in the cervical region. 

The condition must be differentiated from ar- 
thritis of the hip, arthritis of the sacro-iliac joint 
and spine, Pott’s disease, trauma of the spine, 
tuberculosis of the hip, femoral hernia, tumor of 
the thigh, broad-ligament abscess, pelvic inflam- 
matory disease, and sciatic neuritis. 

The symptoms are: Leg draws up and limps. 
If history of injury there is a latent period with 
later gradual onset of symptoms of discomfort in 
the lower spine. There is flexion deformity of 
the hip joint, limitation of hyper-extension, but 
freedom of abduction, rotation, and further flexion. 
The tumor may be found in the groin if of suffi- 
cient size. X-ray is negative for bone lesion but 
may show outline of the abscess or a haziness of 
the hip or sacro-iliac joints. 

Treatment: Aspiration or evacuation of the abs- 
cess is indicated, an incision is made over the 
crest of the ilium, from the anterior superior spine 
backward a distance of 8 cms. Incision is carried 
through the external and internal oblique mus- 
cles to the peritoneum, which is stripped forward 
to expose the psoas muscle. 





2. KNEE JOINT AFFECTIONS. 

CYSTS OF THE EXTERNAL SEMILUNAR CAR- 
TILAGE OF THE KNEE—D. B. Phemister, 
Jour. A. M. A., March 3, 1923. 





He reports two cases giving pathologic exam- 
ination in each case. He believes that the patho- 
logical findings in these cases are identical with 
those of colloidal custic swellings which develop 
in various connective tissues, such as come on the 
back of the wrist, and are commonly called 
ganglions. Most of the cases occur in young 
adults and more in males than females. Trauma 
plays a slight role in these cases. The lesion 
has never been observed in the internal semilunar 
cartilage. 

Treatment consists in operative removal of both 
cyst and external semilunar cartilage. When only 
the cyst is removed there is usually a return of 
symptoms and a secondary operation is necessary. 





3. FRACTURES. 

OSTEOPSATHYROSIS: Report of a Case with 
Roentgenograms of Eleven Different Fractures 
in the same patient——Donald Glover, Archives 
of Surgery, Nov. 1922. 





The value of this article is the series of X-ray 
reproductions. They give a graphic history of the 
patient from the time he was nine months old until 
his death seven and one-half years. He points 
out that over 200 cases of this condition have 
been collected by various authors. It is also called 
fragilitas ossium, and osteogenisis imperfecta. 

The etiology, pathology, sympatomatology, prog- 
nosis, diagnosis and treatment are discussed but 
need not be abstracted here. 
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TUBERCULOSIS 
Edited by L. J. Moorman, M. D. 





611 Ist Nat'l. Bank Bldg., Oklahoma City 








TUBERCULOSIS IN CHILDHOOD 


A routine Piquet test would seem to indicate 
that practically all children in large cities are in- 
fected by the tubercle bacillus. Comby’s figures 
on the rate at which tuberculosis occurs in children 
under two years, and Hoffo’s figures on children 
up to fourteen years, seem to bear out this theory. 


While indirect infection by articles con- 
taminated with tuberculous sputum is possible, 
the greatest danger is in direct contact, especially 
with a tuberculous mother. The use of unpas- 
teurized milk is the main source of the cases of 
the bovine type. 


It is thought that the incubation period is about 
30 days, that the progress of the disease depends, 
to a large extent, upon the age of the child and 
the size of the dose received, and that small divid- 
ed doses may have an immunizing effect. 


From these points childhood would seem to be 
the strategic point of attack in the prevention of 
tuberculosis. Every effort must be made to re- 
move infants from contact with open cases. 
Economic conditions, sentiment and prejudice 
make this very difficult, but society must provide 
the means for so doing. This will mean both the 
provision of institutions for the children removed 
from their homes, and the funds for the support 
of families from which the wage earner must be 
removed.—The Nation's Health, July 15, 1923. 





THE DREYER TUBERCULOSIS VACCINE 





The experiments of Professor Dryer of the de- 
partment of pathology in Oxford University with 
the “defatted” tuberculosis vaccine has excited 
much interest. 


He considers it quite possible that the coating 
of fatty material known to cover the tubercle 
bacillus, protects the specific bacterial proteins 
and prevents their liberation, thus stopping the 
production of the stimulus of the immunity reac- 
tion of the injected body. 


The exact method of attempting the removal of 
the lipoidal elements from the various acid-fat 
and gram negative bacteria is described in full in 
the complete article appearing in the British Jour- 
nal of experimental pathology for June 1923. There 
is also an extensive abstract in the British Medi- 
cal Journal for June. 

The available experimental evidence indicates 
that the injection of this antigen produces anti- 
substances in the serum which are demonstrable 
by test tube experiments. It is the opinion of Drs. 
Paul Fields and G. T. Western, after observation 
of 60 patients treated in the London Hospital with 
the new antigen, that improvement has taken place 
in nearly all cases, and is in their opinion, of 
the order which exceeds obviously that obtainable 
by any other form of treatment which is applic- 
able to these conditions. 

While this work is in the experimental stage 
at present, the experiments are scientific and have 
good theoretical basis. Future developments will 
be observed with great interest.—Editorial in the 
Journal A. M. A., July 14, 1923. 


PLEUROPULMONARY REFLEX: Its Etiology, 
Prevention and Treatment.  B. Trickman, 
Am. J. M. S., June 1923. 





The pleuropulmonary reflex is perhaps the 
most important accident following thoracentesis. 
This symptom-complex described by Rogers in 
1864 is characterized by cardio-respiratory fail- 
ure, tonic and clinic contractions of the muscles 
and loss of consciousness. 

Among the explanations offered for the cause 
of this accident are; that it is a coincidence, that 
it may be due to gas embolism, to lymphatism, to 
the use of gas below the body temperature, or to 
imperfect anesthetization. Strickman says these 
views are erroneous as the accident recurs with 
succeeding punctures; necropsis fail to reveal 
status lymphatism, the reflex occurs most fre- 
quently when inflation is not attempted and just 
as often when the needle track is carefully anes- 
thetized. 

In 162 punctures for initial pneumo-thorax which 
Strickman reviews, the reflex occurs ten times. 
In contrast to this series of cases the reflex oc- 
curred only twice in 1824 punctures for “gas re- 
fills.” This analysis shows that in three-fourths 
of the cases, the visceral pleura and lung had 
been injured by the needle, and that an acute 
pathological process was present in the injured 
area. The reflex practically never occurs when, 
as in gas refill cases, the pleural surfaces are 
widely separated. 

It is reasonable to believe that an injury to the 
visceral pleura is frequently the cause of this 
accident. It seems, therefore, that fewer punc- 
tures should be made without definite indications. 





A STUDY OF THIRTY-FOUR CASES OF 
ABSCESS OF THE LUNG 





The recent literature on lung abscess reevals 
two very important facts. (1) the increasing 
recognition of the importance of tonsilectomy as a 
causative factor in the production of lung abscess, 
and (2) the apparently marked increase in the 
general incidence of the condition. Tonsilectomy 
seems most likely to be followed by lung abscess 
when it is performed under general anesthesia. 

The apparently marked increase in the incidence 
of pulmonary abscess cannot be explained entirely 
by the relationship to tonsilectomy. It is prob- 
ably also dué in part to the fact that many more 
cases are recognized now than formerly. The 
x-ray is largely responsible for this increased rec- 
ognition. Far too many cases of chronic pulmon- 
ary abscess are still confused with pulmonary tu- 
berculosis. It is common experience to see pa- 
tients with chronic lung abscess, or bronchiectasis, 
who have been treated for tuberculosis. A chron- 
ic, productive cough with recurring pulmonary 
hemorrhages is too often considered to be of a 
tuberculous origin when it may be an expression 
of a chronic, suppurative process in the lung. 

Roentgen-ray findings are stressed in the dis- 
cussion of diagnosis. Under treatment the authors 
discuss medical, postural drairlage, bronchoscopy, 
pneumothorax, thoracotomy and lobectomy. The 
author sets down the following conclusions: 

Abscess of the lung is being recognized more 
today than heretofore. The large number of ton- 
silectomies done may help to account for the ap- 
parently increased number of abscesses. Early 
recognition and operation before the abscess has 
become chronic, frequently prevents failure of 
treatment, although many patients will recover 
with non-surgical treatment. Careful history tak- 
ing, physical signs, use of the roentgen-ray and 











diagnostic pneumothorax, make early recognition 
possible. Patients who do not recover in two or 
three months need surgical treatment.—Singer and 
Graham, Jour. American Medical Assn., July 21, 
1923. 





RESPIRATORY CHANGES AT 
HIGH ALTITUDES 





With the progress in ballooning and aviation, 
the necessity of a better understanding of the 
physiologic changes which take place in high alti- 
tudes soon become apparent. The shortage of 
oxygen with the feeling of barmetric pressure has 
long been recognized as a significant factor. This 
shortage is promptly met by an increase in the 
oxygen carrying capacity of the blood; the increase 
in the number of red blood cells and certain altera- 
tions in the circulation. Respiration is also 
modified. 

Professor Schneider of the School of Aviation 
Medicine, at Mitchell Field, Long Island, has rec- 
ently reported his numerous observations on men 
both at rest and at work during a period of ac- 
climatization on Pikes Peak at an altitude of 14,110 
feet. These studies showed a higher rate of 
metabolism under physical exertion than the nor- 
mal for low altitudes during the first few days. 
There were individual differences in the amount 
of increase, and in the time that the heightened 
metabolism persisted. 

The results thus indicate that during the first 
part of a sojourn at a high altitude, physical exer- 
tion may be more costly to the body than at a low 
altitude, or that it will be later on at the high alti- 
tude. As acclimatization occurs, the gaseous 
metabolism, which is an expression of the ex- 
change of energy, usually returns to, or almost to, 
the low altitude level. In some individuals this 
return is made more slowly than in others, usually 
from one to three days at the altitude of Pikes 
Peak. 

The conclusion that there is no profound change 
in the gaseous metabolism at the high altitude is 
supported by the fact that the respiratory quo- 
tient is not definitely altered by residence there. 
It is claimed by some physiologists of note that 
mountain sickness is due to an undue proportion 
of alkaline in the blood, and that the vomiting is 
stimulated by the lack of acid in the circulating 
medium. 

Schneider’s experience, on the other hand, leads 
to the conclusion that some men are more tolerant 
of low oxygen than are others, and that mountain 
sickness is more closely associated with oxygen 
want than with an alkalosis of the blood. Moun- 
tain sickness was most severe in the physically 
unfit, and most often associated with low alveolar 
oxygen content.—KEditorial Journal of A. M. A., 
July 21, 1923. 








GENERAL MEDICINE 


Edited by Wann Langston, M. D. 
State University Hospital, Oklahoma City 











INSULIN AND DIET IN THE TREATMENT OF 
DIABETES.—Seole Harris, M. D. International 
Clinics 11. 33rd Series. 





The unit of Insulin increases carbohydrate tol- 
erance of an average by two or three grams; so 
with its use a diabetic can consume enough food 
to nourish him properly without fear of acidosis. 
Therefore, the dietetic management of the diabetic 
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is essential to the intelligent use of Insulin. 

The use of Insulin is followed by a feeling of 
well-being, so that it probably has a stimulating 
effect on the nervous system. 

While the author feels that it is too clear to 
Predict the curativee effects of Insulin, he thinks 
“there are cases of transient functional pancreatic 
disturbance and even organic disease of the pan- 
creas with temporary hyposecretion, in which In- 
sulin may tide the patient over until the blood- 
sugar-controlling hormones are being secreted 
again when it may be left off.” 

“With Insulin diabetic coma can not only be 
prevented, it can be relieved, provided the patient 
has not been in acidosis too long.” 

Indications: The author quotes Stengel: 

1. The coma cases; 

2. The severe cases, with tendency to acidosis; 

3. The severe or mild cases that have dropped 

low in weight and are in a state of debility; 

4. Cases requiring operations; 

To which the author adds (a) the tuberculous 
diabetic and (b) the acute infections in 
diabetics. 

The author begins with doses of one to five units 
twice a day subcutaneously with patient on basal 
diet, carefully estimating blood and urine sugar 
and increasing or decreasing dose until patient 
is getting 500 calories above basal diet. In cases 
of coma an initial dose of 30 units is given and, 
if necessary, this dose may be repeated every hour 
if ten grams of glucose be given intravenously at 
the same time. 

Basal diet is figured approximately by multi- 
plying patient’s weight in kilos by twenty-five. 

he amount of protein in grams is taken as two- 
thirds body weight in kilos; and the ratio of carbo- 
hydrates to fats as one to three. In children add 
ten to twenty percent to the number of calories 
and make protein in grams three-fourths of body 
weight in kilos; after fifty years the number of 
of calories is reduced by ten percent. 

In very severe cases it is very important to 
watch the patient’s urine for acetone and if there 
are indications of acidosis the carbohydrates should 
be increased and fats decreased. 

The author recommends hospitalization for dia- 
betics until the tolerance can be determined dur- 
ing which time the patients should be educated as 
to weighing and measuring their food, examina- 
tion of the urine, etc. “The diabetic should be 
regarded by the physician as a pupil, who if he 
would live and be happy and efficient must learn 
the practical facts in scientific dieting, and he 
should not ‘graduate’ such a patient until he has 
a working knowledge of his dietic needs.” 





INSULIN IN HOSPITAL AND HOME.—Elliott P. 
Joslin, Horace Gray and Howard F. Root. Jour- 
nal of Metabolic Research—Vol. 11. Nos. 5-6, 
Nov.-Dec. 1922. Pages 651-699. 





The authors summarize their experiences in the 
following conclusions: 

1. The number of patients treated with insulin 
has been 83. In large measure these were chosen 
from the severer surviving diabetics cared for by 
us since 1898. One patient of this number after 
discharge from the hospital omitted insulin some 
weeks later in his home while upon an increased 
diet. He re-entered the hospital in coma and 
died in seven and one-half hours. There were no 
other deaths which could be attributed to insulin 
and no other deaths from coma occurred in hos- 
pital among the 204 patients admitted for dia- 
betes during this period of insulin administration. 
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2. The average number of units of insulin given 
to 53 of the patients for an average period of 63 
days was 712, or 11 units a day. 

3. The blood sugar at the beginning of treat- 
ment averaged 0.24 per cent. and at the end of 
treatment 0.19 per cent. These figures represent 
the blood sugar taken fasting. 

4. The weight of one of the patients was 50 per 
cent. below normal standard weight, and the aver- 
age weight of 53 of the patients was 29 per cent. 
below standard weight. 

5. The greatest gain in weight was 9.7 kilo- 
grams, and the average gain 2.6 kilograms. The 
greatest percentage gain in weight was 25 per 
cent., and the average 7.6 per cent. 

6. The total calories given the patients rose from 
26 to 38 calories per kilogram body weight. The 
carbohydrate rose from 37 grams to 45 grams, the 
protein from 36 grams, or 1 gram per kilogram 
body weight, to 55 grams, or 1.4 grams per kilo- 
gram body weight, and the fat from 62 grams to 
105 grams. The ketogenic antiketogenic ratio 
changed from 1.1 to 1.2. 

7. Patients at all ages from two years to 77 
years responded equally well to treatment, byt the 
youngest cases show the greatest gain in weight. 
The average number of days for the gain of one 
pound in weight for the different decades of life 
varied from 7 to 15 days quite irrespective of 
sequence of decades. 

8. Cases of short and long duration also res- 
ponded equally well to treatment. The average 
number of days for the gain of one pound in 
weight, according to the years of duration varied 
from 8 to 19 days, and was also irrespective of 
the years of duration of the disease. 

9. The greatest number of units given anyone 
in 24 hours was 100. There were but three cases 
who regularly received over 30 units. 

10. There is no evidence at present that the dos- 
age must be increased if we disregard the in- 
crease at the beginning of treatment, which cor- 
responds to the constantly increasing diet, and 
also take cognizance of the undernutrition of the 
patients. 

11. A total of 30 reactions have occurred in 11 
of the 83 patients during the administration of 
5153 doses of insulin. A reaction developed fol- 
lowing the injection of one unit of insulin with a 
man who had a tolerance for 114 grams of carbo- 
hydrate but was weakened by diarrhea. During 
the reactions the blood sugar at no time fell be- 
low 0.03 per cent. All reactions occurred between 
a quarter of an hour and three and three-quarters 
hours following injection of insulin. 

12. The importance of diarrhea in rendering pa- 
tients liable to hypoglycemic reactions is suggested. 

13. The basal metabolism increased 9 per cent. 
in a series of 11 patients. In one case it rose 
from 43 per cent. to 22 per cent. during the course 
of treatment and in another from 24 per cent. to 
5 per cent. 

he respiratory quotient rose with food after 
insulin to above unity. 

14. General infections were uninfluenced by in- 
sulin, save that complicating acidosis was lowered. 
Local infections appeared to heal more rapidly. 

15. The omission of insulin resulted in the re- 
appearance of glycosuria which did not reach its 
height until the fifth and last day of omission of 
the drug. 

16. The administration of insulin by the mouth 
in two cases was without effect. 


17. A diabetic with relatively high tolerance for 
carbohydrate, but not for calories, through insulin 
increased his caloric tolerance but not his carbo- 
hydrate tolerance. 





18. Patients treated in the hospital with insulin 
continued successfully the treatment at home, due 
to additional training in diet as well as in insulin 
medication. 

19. Information for diabetic patients receiving 
insulin is recorded. 

20. The use of insulin involves grave responsi- 
bility for physicians. Painstaking education of 
the patients and close observation at frequent 
intervals will protect both patient and doctor. 

They gave the following “Information for Dia- 
betic Patients Receiving Insulin.” 

1. Learn qualitative Benedict’s test. Secure 
apparatus for same. 

2. Secure food scales and understand their use. 

3. Learn to summarize the diet at each meal in 
figures of carbohydrate, protein and fat. 

4. All patients should remain in bed ten con- 
secutive hours out of the twenty-four. 

5. Insulin is prepared in solutions of different 
strengths. Know your dose in units (not in cubic 
centimeters) and how to measure the amount of 
solution to give that number of units. 

6. Syringe and needle must be boiled each time 
before using. Cleansing of the skin and top of 
the bottle with alcohol is also necessary. Im- 
mediately after removing the needle, cleanse it 
and the syringe with cold water. 

7. An insulin reaction may occur 1-2 hour after 
an injection and may be recognized by the sudden 
onset of severe hunger, weakness, sweating, 
trembling, or pallor. The first dose of a new 
preparation should always be half the last dose 
of an old. 

8. At present it is not prudent to use insulin 
without daily examinations of the urine. 

9. A reaction should be treated by eating an 
orange or taking the carbohydrate portion of the 
next meal. 

10. If your usual exercise is not obtained, on 
that day reduce your diet. 

11. Arrange for a supply of insulin for two 
weeks in advance. 

12. If your supply of insulin fails 

A. Notify your doctor by telephone or tele- 
graph, and 
B. Reduce the diet one-third. 
13. Whenever reporting to your physician or 
hospital 
(1) Submit in writing: 
A. Weight dressed 
B. Record of urine tests 
F 


or naked........... 


number, dose, and time given and 
(2) Bring part of mixed twenty-four hour 
quantity or urine with record of the 
amount. 








GENERAL SURGERY 
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OLD MASTERS 





Galen, (131-201 B. C.) was born nearly 500 
years after the death of Hippocrates. Surgical 
science could show no stupendous changes during 
these years. Plato and Aristotle followed Hippoc- 
rates, but while Plato was without scientific meth- 
od, Aristotle taught the value of anatomy. Galen 
was a strong outspoken character, always uncoim- 
promising and made many enemies. While 
Hippocrates confined himself to bedside informa- 
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tion, Galen went farther and practiced and taught 
laboratory methods through animal experimenta- 
tion: he was truly our first great physiologist, 
and he appreciated as did those other ancients 
that physiology is physiology, that diagnosis is 
diagnosis and therapeutics therapeutics, with sur- 
gery a branch of therapeutics. 

His most famous discovery is that of the func- 
tion of the arteries: He demonstrated by double 
ligature of an artery on a living animal and sub- 
sequent section, that the artery is distended by 
blood: He noted the difference between arterial 
and venous blood, and felt that the lungs played 
an important part in the entrance of some vital 
element into the arterial system. 

He observes 15 centuries before Harvey, what 
he( Harvey) did not discover, that there is a ter- 
minal communication between the veins and ar- 
teries. He described the movements of the heart, 
the foramen ovale and the ductus arteriosus, and 
described them as belonging to a foetal condition. 
He practiced the ligation of arteries, describes 
eneurisms, true and false and recommends com- 
pression for their cure. 

He regarded the brain as the central organ and 
the spinal cord an offshoot: recognized that the 
nerves are structures designed to convey impres- 
sions of sensation and motion. He taught that 
the muscle is the instrument of voluntary motion, 
from whence the principle of this motion origi- 
nates, and by what path it travels. He said it 
came from the brain through the nerves. He ad- 
vocated operation for injuries of the brain and 
cord and used the trephine sparingly, preferring 
gouge and chisel. He recognized injuries to the 
cord with compression and advocated operation 
for relief. 





FRACTURES OF THE NECK OF THE FEMUR.— 
Eve, Duncan, Sr. Jour. S. Med. Assn. Vol. xvi, 
No. 8, P. 606. 





The author using Stoke’s classification of intra- 
and extrascapular fracture states that even in the 
intracapsular, the line or lines of fracture extend 
outside the capsule, making differentiation quite 
difficult, but of little concern, except in prognosis, 
for the modern treatment is the same, except in a 
limited number of cases. 

In treating a feeble old person it is best to 
make no attempt to obtain union, but use sup- 
portive measures and place the patient in a com- 
fortable bed for ten days or two weeks with a 
Buck’s extension, to prevent muscular contrac- 
tions and a sandbag to prevent eversion. A small 
pillow under the flexed knee will be of advantage. 
He advises the use of only five to seven pounds 
for extension. He advises getting the patient out 
of bed when pain and spasm are relieved, even to 
permitting the use of crutches. 

Should hypostatic congestion of the lungs eccur, 
or signs of great exhaustion appear or diarrhea 
occur, get the patient out in the air and sunshine. 
He advises that treatment of these cases be under- 
taken when possible. The bed should be even 
and rather hard laying stress upon the employ- 
ment of a fracture bed and Balkin frame, which 
permits more comfort for the patient. Good sur- 
geons are not agreed on the best method of treat- 
ment, but fixation and traction are essential: Ex- 
tension should be gentle and he thinks that this 
can be accomplished with a Thomas splint; Blake’s 
splint, Jones’ frame and others. He uses the 
Brown modification of the Hodgen splint, with 
the limb in Whitman’s abducted position in the 
old patients. In a young person with impaction 
he pulls it apart by forcible abduction then uses 


a plaster cast with the limb in full abduction to 
insure guaranteed immobilization. The author 
thinks Whitman's plan in these cases ideal and 
applicable to both intra- and extracapsular frac- 
tures of the neck of the femur. 

He quotes Pirtle, who sums up the advantages 
of Whitman’s method, as follows: (1) there is 
little shortening, (2) little or no pain and (3) 
good function is secured. In old people he does 
not pull apart the impaction. Operative treatment 
of fractures of the femoral neck the author thinks 
is not very popular and should be used only in 
young and middle aged people, in whom retention 
in correction position seems impossible. 

If open operation has been decided upon make 
a fluoroscopic examination to determine that the 
manipulation has brought the fragments irfto ap- 
position, then through a small incision over the 
great trochanter drive an 8 or 10 penny silver 
nail through the trochanter and neck into the head. 
Apply a plaster cast with a trapdoor over the in- 
cision. 

In ununited fracture he advised autogenous bone 
grafts if the patient is physically able to stand 
the operation but the operation should never be 
done on an old person. 





USE OF THE LANE BONEPLATE.—Ralls, A. W. 
South. Med. Journal, May 1923. P. 375. 


The author does not question the merit of other 
types of internal fixation, of fractures of the long 
bones, nor does he wish to make any extravagant 
claims for the Lane plate in simple and easy 
cases, neither does he advocate indiscriminate and 
careless operative interference. He has often 
plated with good results, where an autogenous 
graft was not practicable, and he thinks disappoint- 
ing results are often had in the use of the plate, 
because the technic is not properly adhered to, and 
he says that many operators are capable of apply- 
ing a bone plate, who have not the training to do 
an inlay: the bone plate can serve a greater num- 
ber of operators and patients than any other 
method of internal fixation. In point of real serv- 
ice it eclipses all other methods in his opinion. 

He gives a report of a number of cases of arm 
fracture in and about the elbow treated with the 
plate and the results obtained. In 32 cases of 
fracture of the condyles he got no deformity, no 
paresis and no infection, with a perfect functional 
result: He had few infections and only one case 
of nonunion in 12 cases of long bone fracture. 
He quotes Rutherford Morrison as follows: “In 
the humerus and femur I do not believe any meth- 
od of fixation can equal the metal plate, if the 
bone is firm enough to hold the screws. Lane 
plate. fixation can be successful where other 
methods have failed.” 

The author recommends the removal of every 
plate as soon as it has performed its function and 
warns against it where the soft parts are much 
contused. For rest of the limb he uses a Thomas 
leg or arm splint. 





FRACTURES OF THE PELVIS.—Bejul, A. P. 
Surg. Gyn. and Obstet., Aug. 1923. P. 168. 
Abstracted by Schaack. 


Generally speaking fractures of the pelvis have 
received little attention, clinical observations are 
insufficient, and studies on the cadaver have not 
explained their mechanism. Statistics vary great- 
ly. They vary from 0.31 of all to fractures accord- 
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ing to Gurit and others estimate their incidence 
as high as 2.93 percent. 

They are caused not alone by direct heavy 
trauma but muscle traction plays a part according 
to the author of the paper. The case of a woman 
36 years old is reported, in which the X-ray show- 
ed a fracture of the horizontal ramus of the pubis 
and a fracture of the ascending ramus of the 
ischium with splintering and dislocation of the 
illum, treated by extension with a 12 pound 
weight on the right leg, and a five pound one on 
the left leg. Measurements of the pelvis 14 days 
after showed a decrease in the dislocation. The 
patient recovered and was able to walk after 
three months. 

The author considers extension a very efficient 
method of treating a fractured peivis. Periodical 
measuring and X-ray examinations are important. 
Massage and exercise may be hegun in the first 
weeks. Bed rest for 8 or 10 weeks is necessary. 
The prognosis is poor. In the 97 cases collected 
from literature the mortality was 33 per cent. 





TUMORS OF THE BREAST—INNOCENT AND 
MALIGNANT.—Primrose, Alex.. C. M. Edin. 
Annals Surg., June 1923. P. 668. 





This author presents 448 cases of breast tumors 
for investigation urging the necessity of recogniz- 
ing malignancy early. He states that attempts of 
late years, in improved technic, more radical 
operation and more skillful use of the X-ray and 
radium, compels us to admit that there are no 
means of eradicating breast cancer, once there 
has been metastases to the adjoining lymphnodes. 

The radical measures cannot compete in ef- 
fectiveness with the early diagnosis and immediate 
removal by radical operation. In the past decade 
the greatest progress which has been made, is 
found in the better education of the public and 
the profession regarding cancer. Formerly it 
was common to find doctors waiting for certain 
signs of malignancy, before advising surgical in- 
tervention. In doubtful cases there should be no 
fatal temporizing, but the diagnosis should be 
cleared up by the surgeon and the pathologist. 
We have come to realize that cancer in its early 
manifestations is a curable disease. He commends 
the American Society for the Control of Cancer 
for accomplishing excellent results. The paper 
contains several long tables and case reports of 
malignant and benign tumors, giving age, inci- 
dence, etc: too long to be used here. It should 
be read in its original as it is a valuable contri- 
bution to this subject. He holds the view that 
at the present time removal by operation holds out 
the best prospect for a cure, and thinks that most 
surgeons’ feel that x-ray and radium should be 
utilized only as adjuncts to surgery. All tumors 
removed from the breast should be examined care- 
fully by the microscope and failure to do this de- 
serves severe condemnation and reflects no credit 
on the guilty doctor. 

Attempts have been made in recent years to 
judge end results by fixing an arbitrary number 
of years of life after operation, as indicating a 
cure: The information is of value but not conclu- 
sive, since even in extensive diseases the patient 
will sometimes long survive radical operation. He 
quotes Handley as demonstrating the continuous 
extension of cancer cells along lymphatic chan- 
nels, to the glands of the axilla, intra- and supra- 
clavicular groups to the pleura and lungs and to 
the opposite breast. He regards palpable glands 
in the axilla as a suggestive sign of carcinoma, 
still, they are by no means pathognomonic of 





malignancy, but when a diagnosis of malignancy 
has been made, we must assume the involvement 
of the glands EVEN THOUGH THERE IS NO 
GROSS MANIFESTATION PRESENT. (Capitals 
are mine—Ed.) The dissemination of cancer dur- 
ing our operative procedure is a danger to be 
guarded against in our technic, and is a real dan- 
ger in manipulations of the cancerous breast prior 
to operation in preparing the patient. Bone meta- 
stases in cancer much more common than was 
formerly believed. Schmur!l found that of all 
cases of*cancer coming to autopsy no less than 34 
per cent showed metastasis in bone. 





ACTINOMYCOSIS OF THE KIDNEY.—Bevan, 
A. D. Surgical Clines, Aug. 1923. P. 899. 





This article will not be abstracted except to give 
his treatment of the condition which he says he 
has been using since 1905. In that year he began 
the use of copper sulphate, in an intractable case 
of abdominal actinomycosis, using it both locally 
and internally, with a resultant cure, arid he has 
been using the same agent in combination with 
potassium iodid and x-ray since that date. He 
uses the copper sulphate to irrigate the fistulous 
tracts, using a two per cent solution, and gives 
copper sulphate internally, one-fourth grains in 
capsules three times a day. In addition he gives 
moderate doses of potassium iodid. not enough to 
upset the stomach or interfere with the general 
nutrition of the patient, limiting the dosage from 
15 to 30 grains three times a day; in other words, 
in actinomycosis we use a mixed treatment of 
copper and potassium iodid, iust as we use in 
cases of syphilis a mixed treatment of mercury and 
potassium iodid. In addition he has been employ- 
ing x-ray in these cases, and he is very confident 
that this combination of copper, potassium iodid, 
and x-ray has given him very much better results 
than any other method that he has employed in 
ray fungus disease. 








CURRENT COMMENT 
By The Editor, 
Dr. Claude A. Thompson, Muskogee 








Which has nothing, or nearly so, to do with matters medical, 
but which reflect? current opinion, belief and comment upon the 
order of the day, whatever or wherever it may be. Contributions 
are invited from our members 


GOVERNOR WALTON, the man elected on a 
platform promising to give everybody and every- 
thing a “new deal,” seems to be fulfilling the plat- 
form promises in spots only. Military rule, with 
and without apparent justification seems to be a 
part of his program of “newness.” His especial 
bete noire seems to be the city of Tulsa, his ambi- 
tion, that of humiliating a busy city of a hundred 
thousand of Oklahoma’s busiest souls. In_ his 
haste to bring this about a strange situation was 
unearthed. For alleged crimes committed in 
Wagoner County, adjacent to Tulsa county, he 
promptly declared, first a modified form of martial 
law in Tulsa County then when Tulsa seemed to 
regard the entire thing as a matter of no moment, 
one not of their concern, for they, as a whole, were 
aware of no wrong they had committed, he over- 
stepped the bounds of what all lawyers say is 
constitutional authority, and suspended the writ 
of habeas corpus; ordered the courts to function, 
if they were to function at all, under direction of 
the military authorities, and so the situation 
Stands at this writing. A few confessed “mob- 
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bers,” were promptly sentenced the minimum, two 
years in the pententiary, then came the discovery 
that they were confessing in Tulsa county to 
crimes committed in another county. Wagoner 
county promptly intervened, they were 
haled before the courts of that county, 
where after making bond, they were tendered a 
banquet by Wagoner citizens, at which time and 
place, it is said the Governor came in for no small 
amount of criticism. Just how, and by what pro- 
cess of legal reasoning the Governor assumed 
such unheard of authority in Oklahoma, is of the 
greatest moment and subject to the severest 
scrutiny. The Oklahoma Bill of Rights (Section 
14) clearly reads as follows: “The military shall 
be held in strict subordination to the civil authori- 
ties.” A decision of the supreme court reads in 
part as follows: “The courts of this state having 
jurisdiction may, at the instance of any person 
who has been aggrieved or on behalf of the state, 
inquire into the acts of soldiers or officers of the 
militia and determine whether they have been 
guilty of any conduct that would subject them to 
liability or punishment.” This seems to read very 
clearly and show that it was the intent of our 
makers of basic law to always hold the military 
as subservient to the civil authorities. Possibly 
the sage of Oklahoma City has discovered some 
round-about way to circumvent the law. Certainly 
no riot or insurrection prevails in the city of Tulsa 
or anywhere else in Tulsa county. Commission 
of crimes in a neighboring county certainly does 
not call for penalization of people having nothing 
to do with the matter. 





KEEPING THE NEGRO South of “Mason’s and 
Dixon’s Line” seems to be becoming more diffi- 
cult day by day. That he is migrating northward, 
westward, in any direction which will take him 
from the state of virtual peonage in which he ex- 
ists and has had to exist for years, goes without 
saying, also, that the state of affairs induced by 
his migration has become one of alarm to all 
thinkers and economists of the situation, is ad- 
mitted on every hand. The measures to check his 
hegira are as numerous as they are silly. In one 
or two instances political subdivisions have en- 
acted senseless “Laws,” imposing upon labor 
agents unheard of penalties; $5,000.00 in one in- 
stance is the license fee labor seekers are required 
to pay. Well, such measures are as silly as they 
can well be. No court would uphold them for a 
moment, and if they did, it would only hurry the 
rapid depletion of the Southland of its greatly 
needed, in fact absolutely needed, unskilled labor. 
One phase of it, however, has seemingly been 
overlooked by everyone. That is the fact that no- 
where, so far as the writer is aware will black 
and white, whether skilled or not, labor work in 
peace side by side. Just as soon as the black man 
becomes of importance as a laborer, just as soon 
as he becomes a matter of pressure and competi- 
tion to his white fellow-worker, at that very junc- 
ture he places his life and peace in jeopardy. 
This is well borne out by recalling the race riots 
in the coal mines of Illinois many years ago, years 
before the “Force Bill” was proposed in Congress 
as a remedy. The rapidly increasing clashes in 
the northern cities between whites and blacks are 
Not, as is popularly though, due to isolated cases 
of personal outrage, but they are due most surely 
to slowly increasing hatred and distrust between 
the races. This leaves the black man in an ex- 
ceedingly unfortunate position. In the South he 
is the victim, often without semblance of cause 
or right, to the attacks of the Ku Klux Klan and 
Similar organizations. In the North he is con- 


fronted by lines of hostile faces whose hostility 
originates over economic competition. 





According to editorial comment in THE 
NATION, Secretary of State Charles E. Hughes 
emits buncombe and bumptiousness when he talks 
as a politician; but is credited with equal facility 
for speaking common sense when he orates as a 
lawyer, as is evidenced by his speech before the 
Canadian Bar Association at Montreal: 

“There is no path to peace except as the will 
of peoples may open it. The way to peace is 
through agreement, not through force. The ques- 
tion then is not of any ambitious general scheme 
to prevent war, but simply of the constant effort, 
which is the highest task of statesmanship in rela- 
tion to every possible cause of strife, to diminish 
among peoples the disposition to resort to force 
and to find a just and reasonable basis for accord. 
It is most desirable that all discussions of inter- 
national relations should not revolve about ques- 
tions of policy and expediency, however important 
these may be, but that along with this necessary 
discussion there should be the determination to 
reestablish the law, to quicken the sense of the 
obligation of states under the law.” 





THE PROPER LICENSE 





Fayetteville, Ark., June 9, 1923 
To the Editor: (Bull. A. M. A.) 

The following will explain a special license 
which has been issued to one L. G. MeElhaney, 
Camp, Ark. 

Over the protest of the organized medical pro- 
fession, the 1923 legislature reenacted a clause 
in the old Medical Practice Act of 1903 which pro- 
vided for re-registration of licentiates of the 
county boards with the newly organized state medi- 
cal board. This man, McElhaney had been licensed 
by the Carrol County Medical Board prior to 1903. 
He has no qualifications, whatever, for the prac- 
tice of medicine and stated in his application that 
he had never attended a medical school. 

Under Act No. 244 of the legislature of 1923, we 
were compelled to issue a license to him. How- 
ever, the. act did not specify the kind of license 
to be issued and in order to evade any complica- 
tions that might arise with the various states with 
which we have reciprocal relations, a special non- 
reciprocal license was issued, a copy of which is 
herewith attached. 

J. W. WALKER, M. D., Secretary. 


State Medical Board of the Arkansas Med. Society. 
The wording of the special! license is as follows: 
No. 1, Special 

State Medical Board of the 

Arkansas Medical Society. 

Whereas, L. G. McElhaney, is not possessed of 
the qualifications necessary to enable him to suc- 
cessfully pass the examination required for ad- 
mission to the practice of medicine and surgery in 
the State of Arkansas, and 

Whereas, the General Assembly of the State of 
Arkansas, recognizing such inability, did by Act 
No. 244, approved on the 8th day of Feb., 1923, 
authorize and specifically direct that said L. G. 
McElhaney be licensed to practice medicine and 
surgery; 

Now, therefore, the undersigned, being the State 
Medical Board of the Arkansas Medical Society, 
in obedience to said law does hereby issue to 
L. G. McElhaney this certificate attesting the 
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entry of his name on the list of accredited physi- 
cians this the 21st day of May, 1923. 


W. F. Smith, President H. A. Ross 

W. H. Toland, Vice President J. T. Palmer 

J. W. Walker, Secretary J. A. Bogart 
J. C. Swindle 

—Bull. A. M. A. 





PHYSICIAN ARRAIGNED FOR PRESCRIB- 
INB NARCOTICS—Dr. A. Lee Smith, Detroit, 
Mich., was recently arraigned before United States 
Commissioner J. Stanley Hurd, charged with viola- 
tion of the Harrison Narcotic Law, according to 
reports. Dr. Smith, it is alleged, prescribed nar- 
cotics in attempting to cure patients of the drug 
habit."—Bull. A. M. A. 





CHIROPRACTOR LOSES APPEAL—The Court 
of Appeals, Cleveland, Ohio, June 30, upheld the 
chief justice in the municipal court in the convic- 
tion of Albert J. Schnacke, chiropractor, for prac- 
ticing without a license, according to reports. 
Schnacke was the only one of a score of other 
chiropractors recently convicted in municipal court 
who appealed his case; the others were fined $25 
each, but chose to go to jail—Bull. A. M. A 





PATIENT SUES CHIROPRACTOR—Walter G. 
Knoblauch, chiropractor, Milwaukee, Wis., is de- 
fendant in a suit for $50,000 brought by Mrs. 
Alvina Faulkner who alleges, it is reported, that 
too much pressure was used in treating her for an 
alleged dislocated spine and that as a result she 
-— injuries which made her a cripple.—Bull. 





ABRAM’S FOLLOWERS TO BE EXPELLED— 
The Barnwell County Medical Society of Soutn 
Carolina, adopted resolutions, May 30, it is re- 
ported, to expel all members who now or may in 
the future practice the Abrams methods. Barn- 
well, it is said, is the pioneer County in the state 
to disown the Abrams disciples.—Bull. A. 





PHYSICIAN NOT GUILTY—Dr. Louis L. 
Jacobs, who was tried at San Diego, Cal., for the 
murder of Fritzie Mann, was found not guilty, 
July 21, it is reported. The jury was composed 
of eight men and four women.—Bull. A. M. A. 





TWENTY-TWO CHIROPRACTORS JAILED— 
Twenty-two chiropractors of Toledo, Ohio, found 
guilty of illegally advertising and practicing medi- 
cine without a license, were committed to jail, 
July 24, to serve approximately a year, after re- 
fusing to pay fines of $200 each, it is reported.— 
Bull. A. M. A. 





GROCERS FINED FOR SELLING MEDI- 
CINES—Eighteen grocers of Joliet, Ill., were fined 
$20 each and costs for violating the state law 
which prohibits the sale of drugs except by a 
pharmacist. It has been the custom, it is report- 
ed, for grocers to sell iodin, glycerin, castor oil 
and other well known family remedies, and they 
were assured by the wholesalers that this was not 
in violation of the law.—Bull. A A. 





UNLICENSED PHYSICIANS ON HOSPITAL 
STAFFS—In answer to a complaint against the 
practice of retaining unlicensed physicians on the 
staffs of city and state hospitals of New York, 
which practice prevents some fully qualified physi- 
cians from obtaining appointments, William Dren- 
nan, municipal civil service commissioner, and 


Bird S. Coler, commissioner of public welfare, have 
admitted this is being done. They claim, however, 
it is reported, that there has been no improper 
selection of appointees, and that non-licensed 
physicians have been given these positions, owing 
to a “serious shortage” of young physicians com- 
petent to fill vacancies. They point out that such 
appointments were made possible by an amend- 
ment to the public health law in 1918 as a war 
emergency. It was understood that the license 
clause would be restored when conditions became 
normal. It is said that the Kings County Medical 
Society will take this matter up at its next meet- 
ing, to see that steps are taken to rescind the 
amendment.—Bull. A. M. A. 

A small matter, indeed—we know one city hav- 
ing its medical department completely manned by 
undergraduates.—Ed. 


SIX HUNDRED PER CENT is the amount of 
increase in Oklahoma’s state taxes, according to 
Luther Harrison, Editor of the Holdenville Demo- 
crat, and in reading what Mr. Harrison has to say 
about the matter, Oklahoma physicians are to 
understand that perhaps no man is better quali- 
fied to speak upon the matter than the editor in 
question. 

“It would seem that an increase of 600 per cent 
in state taxes ought to be sufficient; yet the end 
is by no means in sight. Six weeks hence the 
voters are to adopt or reject a constitutional 
amendment that if adopted will increase the state 
tax levy another 3.87 mills at the very least. This 
is the amendment providing state aid for weak 
grammar schools. Its adoption would require the 
state to levy a tax sufficent to pay schools $15.00 
for each pupil attending school in that district. 
Under its provisions the state might pay the dis- 
tricts $100.00 or even $1000.00 per pupil. There 
is no maximum levy under this amendment and 
if the voters adopt the amendment only the sky 
is the limit to state taxes in Oklahoma.” 

This is undoubtedly one of the most serious 
matters ever confronting the Oklahoma voter. 
Oklahoma physicians should make it a point in 
their good citizenship program to warn every per- 
son over which they may have influence of the 
dangers of the situation. 








“DIRECT ACTION” is evidently the slogan of 
our present, State Commissioner of Health, who 
recently, when he found a building badly needed 
by the State at the old Darlington Indian Agency, 
in the hands of a remonstrant, recalcitrant ten- 
ant, who claimed to hold some sort of title until 
September 30, met the issue rather more promptly 
than a Judge of some Canadian County Court felt 
he should and also, in somewhat different manner 
than the Judge felt was warranted under the 
American Constitutional Bill of Rights. At any 
rate, when the smoke of conflict and been cleared, 
the State Commissioner was found in supreme 
charge. He had simply given the “do-nothings” 
striking example of how he thought the thing ought 
to be handled. By asking for a court order, some 
sort of injunction? No, not on your life. The 
doctor simply ordered a truck backed up to the 
building in question, neatly placed all the recal- 
citrant’s belongings in it and had them carted off 
the premises. That seems to most people the 
most practicable way to handle such a matter, but 
the court thought differently. Now our State 
Commissioner is charged with “rioting” and all 
sorts of unusual things. On the outcome we 
will wager our last penny that the doctor wins, 
regardless of what the fleeting, futile idea of 
some court may be upon the subject. 
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DR. DAVENPORT’S troubles are none if not 
legion. He seems doomed to find trouble lurking 
around just any corner he may happen to approach. 
One of his latest troubles arose when he found 
two helpless childen, “scientifically” undergoing 
Christian Science treatment. That was not the 
Commissioner’s idea of “treatment” at all. All 
his medical life, he has had it instilled into him 
differently, so the most natural thing appealing 
to him as a line of action, again very “direct” too, 
was to ambulance the two sick children to one of 
the best hospitals in the State, one where a bath 
a day keeps illness away, etc. But again, one of 
these “Constitutional Rights” pests intervened. 
He intervened with a witness who swore that he 
had typhoid fever, not so long ago, that the Chris- 
tian Science system “cured” him, therefore, the 
court most naturally and sagely sided with the 
“Scientists,” who cure diseases where no such 
thing as disease exists. Again our State Commis- 
sioner lost and had to sadly cart his charges back 
to the tender mercies of the “C.E’s.” In this 
case we stand strongly for and with the court. 
Why should the Commissioner worry? Have we 
not the right to go unbathed if we wish? Sup- 
pose we do get typhoid and gently distribute it 
over the neighborhood, into the homes of the 
Catholic, the Baptists, even into the homes of 
some Chiropractic, incidentally kill a few in the 
process, have we not the right to murder as 
much as we please so long as we do it by indirec- 
tion and not by knife and pistol-ball? We cannot 
see why Dr. Davenport should be worried over 
these things. It is only his sworn duty, and there 
his functions end, to protect, as far as possible, 
the human beings of Oklahoma from infections 
and death. If we occasionally find some inhuman 
murdering his child by inaction; since when does 
the Oklahoma Constitution not give him that very 
right ? 

LORD BIRKENHEAD, lately severely criticised 
for what some of the over-zealous friends and ad- 
mirers of Ex-President Wilson, seemed to inter- 
pret as undue harshness, it seems, was nothing of 
the sort, and according to the Outlook, well within 
his rights; reading of the comment from Lord 
Birkenhead on the subject sustains that view. The 
statement, as to Mr. Wilson, was as follows: 

“President Wilson, indeed, came with a noble 
message of hope, but, unhappily, in the sequel, 
hope proved to be his principal equipment. is 
a fascinating speculation whether had he been 
given health and strength to pursue the campaign 
which he contemplated, his idealism and person- 
ality could have affected the forces of the world. 


“I am bold enough, even at the moment when I 
pay the highest tribute to his unselfish and cour- 
ageous motives, to doubt it. For the real truth is 
that, while the whole world requires the encour- 
agement and the light of idealism, the whole world 
would probably not survive if idealism were given 
a completely free rein. 

“No nation in democratic conditions will ever 
become the knight errant of the world. The gov- 
ernors of each nation are the trustees of the 
whole people; and, unhappily, they are removable 
trustees. They must always keep peace with the 
beneficiaries of the trust, because the beneficiaries 
in this particular matter can at any moment dis- 
charge them from their offices. And therefore 
it seems to me that, while the name of President 
Wilson must always be revered by those who ren- 
der homage to purposes almost superhuman, pur- 
sued with a zeal almost as superhuman, yet it 
must none the less be recognized that his judge- 


ment of his own countryment was wrong, and 
that by the error of that judgment he became, 
paradixically enough, the agent of all those post- 
war development from which his altruistic mind 
would most especially have recoiled.” 





TUSKEGEE, (Ala.)—VETERAN’S HOSPITAL 
has recently suffered unwarranted interference 
through the foolish, misdirected and inexcusable 
actions of the Ku Klux Klan. When the Washing- 
ton office decided to make the personnel up of 
competent colored physicians, members of the 
United States Public Health Service, there was 
at once emitted a howl from the ignorant, ruin- 
ous organization, which has already done too much 
to injure the entire South. This finally culminated 
in a brazen invasion of the grounds of the hos- 
pital by a mob, which attempted to frighten those 
in authority from the premises. Of course the, 
did not succeed. The Federal government would 
not suffer such foolishness for a moment, and it 
ended with the department in charge of the mat- 
ter doing precisely what it started out to do, man- 
ning the institution with colored physicians. How, 
for instance, would it do to try the shoe on the 
other fellow. We can conceive what a howl would 
go up from these self same worthics, if it were 
proposed to man the institution with white nurses. 
The whole thing savors of the silliness already 
too often evidenced by this organization, which, if 
it continues in existence can only cause trouble by 
giving the coward who would cover his face with 
a mask courage to do that which he would not 
dare do under the light of day with his fellow- 
man looking on. It seems to us it is high time 
for everyone to remember that this is the United 
States of America, where, theoretically at least, 
all men are created free and equal. It seems to us 
no saner solution of the matter than placing the 
institution in question in the hands of competent 
colored physicians could have been reached. 





FOR SALE—ONE AUTOMOBILE—CASH! 





One Ford car with a piston ring, 

Two rear wheels—one front spring, 
Has no fenders, seat or plank, 

Burns much gas, but you dont’ have to crank, 
Carburetor’s busted, half-way thru, 

Engine’s missing—hits on two; 
Three months old (a pretty young thing), 

Shock absorbers n’everything; 
Radiator’s busted, sure does leak, 

Differential’s dry—can hear it squeak. 
Ten spokes missing—front all bent, 

Tires blown out—not worth a cent. 
Got lots of speed, runs like the deuce, 

Burns either gas or blue grape juice! 
Tires all off—been run on the rim 

But it’s a D—— good Ford 

For the shape its in!!! 





—Anonymous. 





MEDICAL ARTS BUILDING, Oklahoma City; 
plans have been adopted for the new building, and 
officers and directors of the enterprise have been 
elected. According to Dr. John S. Pine, newly 
elected President, actual work on the building will 
commence about January Ist. The newly elected 
board consists of the following: Dr. John S. Pine, 
president. Dr. E. S. Lain, vice president; Dr. R. S. 
Parsons, secretary; Dr. Lea Riely, treasurer; 
and Dr. J. A. Hatchett, Dr. C. E. Barker, Dr. 
Charles L. White and Dr. E. S. Ferguson, directors. 
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OFFICERS OKLAHOMA STATE MEDICAL ASSOCIATION 
1922 - 1924 

President, 1923-1924, Dr. Ralph V. Smith, Daniel Bldg., Tulsa. 

President-Elect, Dr. Everett S. Lain, Oklahoma City. 

First Vice-President, Dr. Charles H. Ball, Tulsa “ 

Second Vice-President, Dr. Abraham L. Blesh, Oklahoma City 

Third Vice-President, Dr. George 8. Baxter, Shawnee. 

Secretary-Treasurer-Editor, Dr. Claude A. Thompson, 508 Com- 
mercial National Bank Bldg., Muskogee 

Associate Editor, Councillor Representative, Dr. Pleasant Nesbitt, 
810 Surety Bidg., Muskogee. 

Meeting Place, Ardmore, May 1924. 

Delegates to the A. M. A.: Dr. W. Albert Cook, Palace Bldg., 
Tulsa (1923-4) Dr. James M. Byrum, Shawnee, 1923. 





STATE BOARD OF MEDICAL EXAMINERS. 


Dr. C. D. F. O'Hern, President, Tulsa; Dr. O. N. Windle, Vice 
President, Sayre; Dr. J. M. Byrum, Secretary-Treasurer, Shawnee; 
Dr. Harper Wright, Grandfield; Dr. H. C. Weber, Bartlesville; 
Dr. G. E. Pyatt, Oklahoma City; Dr. D. W. Miller, Blackweil; 
Dr. L. E. Emanuel, Chickasha; Dr. W. E. Sanderson, Altus. 


Meetings held on second Tuesday and Wednesday in January 
April, July and October. Oklahoma City Do not address com- 
munications concerning State Board examinations, reciprocity, 
ete., to the Journal or to Dr. C. A. Thompson, Secretary, but to 
Dr. J. M. Byrum, Shawnee, Secretary of the Board 


Reciprocal relations have been established with Missouri. 

lorado, New Jersey, California, on basis of examination only, 
Arkansas, Georgia, Indiana, Iowa, Kansas, Kentucky, Michigan, 
Mississippi, Nebraska, Nevada, New Mexico, North Carolina, 
Ohio, ‘ennessee, Texas, Vermont, Virginia, Washington, Wis- 
consin, West Virginia, on basis of a diploma and a license without 
examination in case the diploma and the license were issw 
prior to June 12, 1908. 





STANDING COMMITTEES 


Medical Defense—Drs. L. 8. Willour, Chairman, McAlester; 
P. P. Nesbitt, vy af Bidg., Muskogee; J. H. White, Surety 
Bidg., Muskogee; CLA Thompson, ommercial National Ba 
Bldg., Muskogee; Ralph V. Smith, 610 Commercial Bldg., Tulsa, 


Medical Legislative—Drs. J. M. Byrum, Chairman, Shawnee: 
W. E. Sanderson, Altus; A. L. Stocks, C. A. Thompson, Muskogee. 


Hospitals—Drs. Fred 8S. Clinton, Chairman, World Bldg. 
Tulsa, Ralph V. Smith, 610 Commercial Bldg., Tulsa; McLain 
Clinton; C. A. Thompson, Commercial National Bank 

Bldg., Muskogee. 


Medical Education—Drs. Wann Langston, Chairman, Uni- 
versity Hospital; A. B. Chase, Colcord Bldg., Lea Riely, Okl: ahoma 
City. 


Tuberculosis, Study and Control—Drs. Leila E. Andrews, 
Chairman, Oklahoma City; Horace T. Price, Tulsa; T. H Me- 
Carley, McAlester; Tom Lowry, Oklahoma © ity. 


Health Problems in Education—Drs. J. T. Martin, Chairman. 
200 W. l4th St., Edw. F. Davis, 343 American National Bldg., 
Oklahoma City; A. S. Risser, Blackwell; T. W. Stallings, 114 
W. 4th St., Tulsa 


Cancer, Study and Control—Leroy Long, Chairman, Okla- 
homa City; Gayfree Ellison, Norman; G. A. Wall, Palace Bidg., 
Tulsa; Horace Reed, Ist National Bidg., Oklahoma C ity. 


Venereal Disease Control—Drs. W. J. Wallace, Chairman, 
830 American National Blidg., Rex Bolend, 208 Colcord Bldg., 
» Oklahoma City; E. L. Cohenour, 413 Bliss Bldg., Tulsa. 


Vision, Goneereotien of—Drs. W. Albert Cook, Chairman, 
Tulsa; D. McHenry, 301 Coleord Bldg., C. M. Fullenwider, 
404 RT National Bank Bldg., Muskogee. 


Benefactions—Drs. L. J. Moorman, Chairman, 611 First 

National Bldg., Oklahoma City; J. H. White, Surety Bldg.,Mus- 

kogee; A. W. Roth, Tulsa; L. A. Turley, Norman. 
Necrology—A. 8. Risser, Blackwell. 


CLASSIFIED ADVERTISEMENTS 
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Advertising under this heading is pe urged at the following rate: 
First insertion, 0c per line; subsequent insertions, 25¢ per line 
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FOR SALE: Winchester Automatic shotgun, 12 
gauge in as good shooting condition as the day it 
left the factory; no reasonable offer refused. Ad- 
dress L. A. S. co Journal. 


— ee === —— 


FOR SALE—Will turn over office and introduce 
doctor who will pay cost of office fixtures. Come 
and see for yourself. A large practice but my 
health forces me to make change. Good bargain 
for the right man. Write or call to see as I wish 
to close out at once. S. W. W. C-O JOURNAL. 
9-10. 
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FOR SALE: Victor X-Ray bedside unit with 
flouroscope, Coolidge tube, and double intensify- 
ing screen. Machine has been used very little 
for the past three years and is in excellent con- 
dition. Usual price about $900, but for quick sale 
will sell for S550. F. E. R. C-O JOURNAL. 








SAFETY 


The Electrical Requirements of 63 of the 
Largest. Cities and Towns in Oklahoma 
Are Back of 
OKLAHOMA GAS AND ELECTRIC 
COMPANY 


Preferred Stock 


Also A Perfect Dividend Record 


Complete Information Upon Request 
Write Today 


OKLAHOMA GAS AND 
ELECTRIC COMPANY 


112 N. Broadway, Oklahoma City 


S. F. OWENS, Vice-Pres. and Gen. Mgr. 

















DR. ST. CLOUD COOPER 
DR. M. E. FOSTER 

DR. S. J. WOLFERMANN 
DR. W. R. KLINGENSMITH 





COOPER CLINIC 


FORT SMITH, ARK. . 
Clinical Medicine 


and Surgery 
Radium Stock Sufficient for all Treatment 


DR. H. B. THOMPSON 
DR. D. W. GOLDSTEIN 
DR. M. R. WALTZ 

DR. A. A. BLAIR 
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